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SUMMARY STATEMENT 



An Invitational Workshop 
on 

The Roles of. U.S. Institutions of Higher Education 
in Community Health Care 
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BACKGROUND AND PURPOSE 



A pledge to support a global effort to attain "Health for All by the 
Year 2000" was made by 134 members of the World Health Organization (WHO) 

iihff.!?' ^ t prim f ry health care emphasized as the lead program for 
achieving that goal, particularly in developing nations. -The Roles of 
Universities in WHO Strategies for Health for All" was explored at the 
HT^l 1 Di ^ cu " ions held "a* 12-14, 1984 at the Thirty-seventh World 
Health Assembly in Geneva. The United States, along with other WHO member 
nations, participated in those discussions, sharing relevant experiences 

?£, U ~ Ver ? « the United StateS and ^liberating about ways in which 

the experiences of any one nation may be applicable, appropriate, and 
transferable to situations in other nations. 

On March 4-6, 1984, an Invitational Workshop on the Roles of U.S. 
institutions of Higher Education in Community Health Care was held in 
Washington, convened by the Institute of Medicine of the National Academy 
of Sciences. The experiences of a sample of United States institutions 
of higher education that have been involved in primary health care service 
programs. to improve the health status of defined population groups in the 
United States or in other countries were reviewed in the workshop. The 
purpose of the workshop was to identify common aspects of their 
experiences that might be relevant to effective involvement by other 
institutions of higher education, in the United States and in other 
countries, in health service programs that are in accord with the WHO 
initiative of Health for All by the Year 2000. Members of the United 
States delegation to the World Health Assembly Technical Discussions were 
invited to participate in the workshop discussions and a draft of this 
summary statement subsequently was provided to them as an informal 
resource document for the Technical Discussions. 2 

1 The National Academy of Sciences is a private, independent institution, 
not a part of the United States government. Members of the Institute of 
Medicine are from all sections of the country and are elected to the 
Institute for their achievements in medicine, health, and related 
sciences and disciplines. Financial support for the workshop was 
provided by the Carnegie Corporation of New York (a philanthropic 
foundation) and the United states Government Public Health Service. 

^Additional information on the workshop process and cautions regarding 
the general applicability of the consensus views that emerged, the 
agenda, and a roster of participants may be found in the appendixes. 
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It must be emphasized that the consensus views following are those of 
the workshop participants as private individuals. They do not 
represent the policy position of any institution , agency , government , or 
country of a participant . 



CONSENSUS VIEWS 



Preface 



The participants interpreted the World Health Organization effort, 
Health for All by the Year 2000, as a process to engage each nation of 
the world in a continuing program to provide adequate primary health care 
to its entire population. Improving the health of each nation's 
population through expanded primary health care coverage was viewed by 
the participants as both a valued expression of social equity and a 
demonstrably sound national investment in human resources for economic 
and social development. The participants felt that this dual perspective 
applies equally well to the United States and to developing nations. 

The participants further endorsed the general proposition that 
community-based programs to expand primary health care coverage to 
underserved populations involve complex knowledge domains that 
constructively challenge universities* intellectual resources and offer 
exciting new opportunities for institutional excellence. As the title of 
the workshop indicates, the participants felt that, in the United States 
at least, institutions of higher education other than universities, i.e., 
colleges, also can, and many do, have challenging roles in such programs. 

It was recognized that, because of factors such as differing 
missions, traditions, competency mixes, and available economic resources, 
not all institutions will respond to those challenges and opportunities 
in the same way, particularly in terms of direct involvement in primary 
care service programs. However, many options are available for effective 
involvement through teaching and research, as well as through service, 
including at a very minimal level the teaching of good individual health 
care practices to all students in an institution. 

Last, the workshop participants noted that many . universities in the 
United States have been struggling for some time to define what their 
proper roles should be in primary health care service programs, as well 
as in related teaching and research programs. However, no generalizable 
"template, " or set of design specifications, for effective involvement 
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has emerged? the cases presented at the workshop were viewed as exs-nolps 
of the variety of forms that institutional roles have taken Thls^ 

25T2.? seems^fwor? °l * l^T^ *<™ SS ° £ s ^ ^"mation 
SnUed stitH V work and not work under varying conditions at both 

Common Institutional Prerequisites 
Higher education institutions in the United States that have become 

S^rStSTSi? Primary Service have two bLic 

characteristics that seem essential for establishing those programs. 

° !!!!l^ 1 ?, S ° P !! V a "f mlSSt0n ° f the institutions explicitly 

jncxuae tne translation and applied™ w , ^^fe-pp^lrr 1 . 

i l. W6 l1 88 transmlssio " and preservati on of knowledoe U ' 

■ (teacnln q f and/or the g e neration of knowledge tr 7^77£T The 
service mission tor publicly s upported univer'si till was ? ' 

^ a y 1 lmpreSSed into the United States educational system by 
the federal government when the United states was a relatively 
young, developing nation, in 1862, grants of land were 
authorized for the establishment of at least one university in 
each state that would -provide practical application" of 
knowledge in the several pursuits and professions of life. The 

™ri£?| a ??,"" rV , iC " miSSi ° nS ° f th ° Se " land - a «nt- universities 
2L2w!iJ ly enlarged ' in 1877 ' to delude research as a joint 
federal-state support effort. Today, many other public 

22 and f3°r private institutions in the United States 

SfnrS?? B V Vi *t Wlthln th6ir Ph^°«°Phy and mission, but 
the priority given to service programs varies considerably. 

° There is a clear, effec tive institutional comm itment to th* 

communit y level of so cietal life as , v.T.ed pla o R 3 ^. 
ff£Jgii. »atic«» of its g r aduates, and, whsn research i, inci ^ 

bL L m p K °? f 5?f sclentlf i ^iDSa^. Th is commitment has 

been made by institutional officials at various levels of 
authority and responsibility; generally, but not always, the 

eflectiv^fiT 1 ; T°" effective the commitment. The most 
effective form of commitment has been allocation of 

dS 1 ^," 3 ^ 8 t0 l0Cal communit y service. However, 
Ei2 S 9 1,01107 statements a^ne, when made by high 

in! 6 ? rSh S; , alS ° h8Ve Deen effect ive; adjustments have 
been made in utilization of available resources at lower 
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organizational levels, e.g., in schools and departments. This 
form of commitment also has encouraged these levels to generate 
new resources from outside of the institution. __ . - ~ 

Common or Predominant Role Characteristics 

In the United States leadership responsibility within universities 
for their involvement in community primary health care service programs 
has varied, but medical schools have been predominant. Those schools 
traditionally have provided hospital-based specialty care services, so 
the addition of primary care service has broadened the context of their 
institutional service to include the total community health care system. 

Primary health care service programs of universities frequently are 
multi-disciplinary; the specific mix varies among institutions, depending 
upon the specific requirements of the community programs. Schools of 
medicine, nursing, public health and allied health predominate, but 
schools of the other health professions, the behavioral and social 
sciences, civil engineering, and public administration also have 
participated. The universities generally have established a discrete 
organizational unit (e.g., office, center, institute) r usually attached 
to a school or department, to be the focal point for internal 
coordination of the entire institution's involvement and to perform 
whatever program management responsibilities the institution may have. 
That unit also serves as the communications link between the institution 
and other organizations participating in the program. 

University involvement in primary health care programs commonly 
includes some combination of service, teaching, and research in local, 
community-based activities. Examples include the following: 

o Technical assistance to health services providers and to 

community institutions in planning, organizing, implementing, 
and evaluating the community program. 

o Continuing education for all health professionals in the 

program, including the development and operation of accessible, 
up-to-date information and materials resource centers at field 
locations. 

o Delivery of primary health care services at field locations by 
faculty preceptors and students in clinical training, usually in 
cooperative relationships with other providers of health care. 

o Research in basic and applied clinical epidemiology for 
- assessing community needs 
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- determining priorities in resource allocation 

- setting interim goals, measuring progress, and 
evaluating effectiveness 

o Assessment of cost-effectiveness of alternate primary health 
care technologies and organizational arrangements for primary 
health care services delivery. primary 

h a v^T Un ; ty J PrinHtY h6alth P r °9«^ in which the universities 

atZott a " frequentl * ">ulti-i„stitutional in two important 

inSo^ S^° r "?[• ,° th ? r instit «tions of higher education may^e 
™I '* participating according to its own mission, academic 
S^S?^: ^ 8Vailable "sources, in collaborative networks. One of 
^institutions typically assumes a lead role for the collaborative 

fr^ M ^ i T >rtant ' non - academic community institutions and organizations 
fnd^imnl T^"" inVOlved " P«tn.r. in the initiation, pLnning 
and implementation of the programs. The collaborative involvement of 

tJf r^? UPS h ! S t6nded t0 fOSt6r and sustain a ^irit of community 
llltll "J? 06 ^ eXpandin ^ ad ^^te primary health care coverage to 
£E ?~ * e " ° f the conununit y- Participants have included state 

StiS}jr" rnB "JS! COmmunit y citizens, groups, health care proper 
Industrie fl practi ^ loner societies and associations, business^nd 
industrial firms, and local philanthropic institutions. Coalitions oz 

u^ny^itTon^o? 5r bCen f ° rmed f ° r -nagement of the program 

lead lole. governments or community organizations assuming a ■ 

A range of preventive, curative, ameliorative and rehabilitative 
primary health care services have been provided in the programs, 
depending upon the health needs of the population served. However there 

22° S ! 8 ^ 6mPhaSiS ° n h6alth P'«*>tion and disease prevent itn, 
frequently including health education programs for community members 

Last, the roles of universities and other institutions of higher 
education in community primary health care programs in the United states 
that were reviewed in the workshop are characterized by a special 
willingness on the part of the institutions to learn from tSeir 
tn^^M^ 8 * Pr ° 9ram linka 9 es the y have established with other 

working reJaVion^T mUtUal e ' SPeCt ' £1 ^^y and collaborative 
working relationships. These more-or-less intangible qualities were 

£ n it°* L inBnen8el y i^tant in the two cases reviewed of involvement 
of United states institutions with institutions of other nations in the 
Utter s community primary health care programs. The apparent 

!f^ C oJ V ^ eS8 ° f th ° Se eff ° rtS ' b ° th ° f Whith ^corporate adaptations of 
on^L?c m COnUn ° n elements i^ntified above, is cause for cautious 
optimism, some aspects of the roles of higher education institutions in 
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primary health care programs may be rather readily transferable across 
cultures. 



Recommendations 

The workshop participants recommended five specific future actions 
related to the roles of institutions of higher education in primary 
health care programs as possible follow-on activities to this workshop 
and to the Technical Discussions at the World Health Assembly. 

o A nationwide survey should be undertaken to develop a 

comprehensive inventory of the involvement of United States 
institutions of higher education in community primary health 
care programs. The survey should be designed to provide an 
information base useful to institutions considering the 
initiation or expansion of such involvement, community 
institutions and organizations conducting or considering 
establishment of primary health care service programs, and 
federal, st:*te, and local government health policy decision 
makers. 

o A similar i 7 ;nwide survey, perhaps in conjunction with the 
preceding on* recommended, should be undertaken to develop an 
inventory of the involvement of United States higher education 
institutions in international health activities generally. 
Special emphasis should be put on their activities in community 
primary health care programs, particularly those undertaken 
through linkages with higher education institutions in other 
nations. 

o A series of regional workshops in the United States, patterned 
after this Institute of Medicine workshop and perhaps organized 
by the Institute, should be convened, in addition to 
institutions involved in primary health care programs, 
participation should be. broadened to include higher education 
institutions in the region not currently involved, local and 
state governments, and selected community organization 
leaders — the "mover s-of-change " . The purposes of the workshops 
would be to increase awareness of the opportunities for 
institutional involvement in primary health care programs, and 
to improve understanding of role alternatives, including 
participation in networks and consortia of institutions and 
communities in the region. 

o The World Health Organization should be encouraged to conduct a 
series of regional (global regions) conferences on the roles of 
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universities in primary health care. Discussions among 
universities in specific regions might focus on adaptable, 
appropriate, affordable technologies, and alternative social 
organization arrangements for delivering primary care, a' ma jor 
objective of the workshops would be to lay the foundation for 
potential networks and consortia of institutions for 
collaborative participation and sharing of resources. Invitees 
should include government ministries concerned with health 
services, finance, planning, and education. Representatives of 
the World Bank and other potential multilateral funding 
institutions should be invited to participate, as well as 
representatives of nations involved in bilateral health 
cooperation agreements with the participating nations of the 
region. 

A more focused international workshop on univeresity roles in 
community primary health care programs should be convened, 
perhaps organized by the Institute of Medicine, to which 
representatives of higher education institutions and ministries 
of health in one or two selected developing nations would be 
invited, along with representatives of a few United States 
higher education institutions such as those participating in 
this Institute workshop. The potential adaptability of the 
lessons learned in the United states to the specific health, 
economic, social and political situations of these developing 
nations would be thoroughly explored. Conversely, the 
experiences of the developing countries would be examined for 
their potential relevance to situations" in the United States. 
Particular focus would be on identification of specific 
appropriate and affordable technologies, on problem-solving 
techniques in planning, organizing, managing and evaluating 
programs, and on arrangements for effective community 
relationships. 
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WELCOME 



Frederick C. Robbins 



DR. ROBBINS: Good evening. I am Fred Robbins and I am the president of 
tne Institute of Medicine. It is my happy duty to welcome you all here. 

o/m^- P ° int ° Ut that thiS worksh °P is a joint venture of the Institute 
of Medicine, the Public Health Service, the Carnegie Corporation, and WHO. 

of tL"Z»l1 ^ fi l at td / s \ Dr ' Rosenblith, who is the foreign secretary 
of the National Academy of Sciences, to make a few comments about the 
purpose of this meeting. He is one of those rare triple-threat people; 

of Pnot n n,eml ? er ° f the National Academy of Sciences, the National Academy 
of Engineering, and the Institute of Medicine. So whenever we want 
somebody to talk who represents the whole place, he can do it. 



PURPOSE AND BACKGROUND OF WORKSHOP 
Walter Rosenblith 



DR. ROSENBLITH: This meeting comes at an important time during the 
preparations for the technical discussions that will take place in the 

°L May ° n the Role ° f Uni "e"ities in WHO Strategies for Health for 
All by the Year 2000. 

The United states, along with other member nations, will be expected 
to participate in those discussions, to share our experiences, and to help 
in the deliberation of seeing what is applicable, what is appropriate, 
and what is transferable, in contrast to the kind of technology transfer 
that we hear a great deal about. 

In some ways this building represents an interesting period in the 
history of this nation. Within one year, President Lincoln signed both 
the Morrill Act, for the establishment of the land-grant colleges, and 
the charter for the National Academy of Sciences. MIT was founded one 
year earlier than that, but somehow, it managed to become a land-grant 
college, mit opened its doors in 1865. When I was Provost there, it was 
still receiving $20,000 a year because of its status as a land-grant 
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If one looks at this whole era, in which an elite institution such as 
the National Academy of Sciences was chartered and the land-grant colleges 
were started, one sees that there was indeed a kind of tension between 
these two ways of looking at' the world of knowledge. 

If one looks today at the ecology of knowledge-institutions that this 
country has produced — other countries have produced different kinds of 
ecologies — one has the feeling that, indeed, as knowledge becomes one of 
the major primary resources of the way in which our country and the world 
is being operated, we were very wise not to commit ourselves to a single 
knowledge- institution. From the very beginning we looked toward an 
ecology of such institutions. 

I have been impressed, each time our Chinese friends came to Boston 
and they wanted to know, "How do you do it? How. do you run an MIT in 
China?" I always felt from them that the four modernizations were really 
nothing else than a transcription of the Land-Grant College Act. 

I would like to quote one sentence from the act. "There should be, 
in each state, at least one college where the leading object shall be, 
without excluding other scientific and classical studies, including 
military tactics, to teach such branches of learning as are related to 
agriculture and the mechanical arts in order to promote the liberal and 
practical education of the industrial classes in the several pursuits and 
professions of life." That is pretty close to the four modernizations of 
Chou Enlai. 

At the time of the enactment of the Morrill Act, health did not play 
the role that it plays today. Today, 10 percent of the GNP and 5 to 6 
percent of the labor force are involved in health care. 

So if we ask ourselves, how many of the 12 million plus post-secondary 
students in this country are going to go into health-related occupations, 
you can see that we have here an enormous human resource that needs to be 
in some way related to the theme of what WHO is trying to do at this time 
in Health for All. 

The late sixties and the early seventies, when the universities were 
trying very hard to do something in the urban field that would correspond 
to what had been done in agriculture, urban extension was one of the great 
themes. Many of the students and quite a few of the faculty thought we 
ought to try that, and it turned out that it was not so simple. 

I think it is not simple for the reason that in spite of what some of 
these documents that I read say, when one talks about "the" university, 
there really is not any such thing as "the" university. There are many 
varieties of institutions in post-secondary education. There are the 
research universities, there are the junior colleges, and there are the 
liberal arts colleges. All of them, to my way of thinking, have a role 
in Health for All. The university is not, as somebody has said, a 
particularly good service station with respect to many of these issues. 
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EinsLi^ W aCh V . named ! hiUp Pr ° n ' Wh ° Was also a biographer of 
Einstein. He used to say -Problems in nature do not come with 

come'wtn"^ 1 lab ° ls '\ fc ° which * should like to add, problems in society 
come with fewer departmental. labels than those of nature. The problems 

^a^ —ached, and'how^y 

tens^tht'i/ 63 ^ 6 l hS \T ^ t0 maintain ' ^ the universities, a 

buJ a JrlSoLr %r! jUS J I biP ° lar tenSi ° n b6tWeen teachin 9 and research, 
but a tripolar tension between teaching, research, and application. 

What you mean by application and how you define transitory, 
programmatical-based buffer institutions is perhaps the most difficult 

Jo do Zt\T V ?l t0 d °* " 15 e3Sy t0 create a cen ter, " long as 
«L L J f iS 9 ° ing t0 happen five or ten * ears *™™ now. it is 

easy to say. Let's have a department,- as long you do not recognize the 

fnd J22\! JTn "** J" WhiCh know l^ge is growing both intrinsically 

J,!*' 6 influence of extrinsic factors, we cannot guarantee that 
biology will stay a single department, for example. 

So the problems that we have are partly problems of our structures 

W^f* I J r ! blemS ° f h ° W We adapt t0 change ' The Academy complex has 
Just put together a new group which is known as the Government-Universltv- 
Industry Research Roundtable in order to bring the various sectors 0 J 
more meaningful debate on what societal needs are, i.e., how thay are to 
be defined, because there is not really anybody that can give vou the 
specs for what it is that you want to create here. * 

We could make very substantial progress in "the area of continuing 
education, if we learn to live with that kind of ambiguity and it we 
^arn to deal with intersectoral cooperation, it is very difficult to 
teach young students, who have relatively little experience of the society 
at large, what all these problems are and what all the various skills are 

^i ar ^ ne ? f? t0 COPC Wlth th ° Se P roblems ' i f the view is solely from a 
single discipline, profession, or sector perspective. 

We hope that out of this workshop will come an understanding of the 

""?';" d diversity of the ways in which different institutions of higher 

i J *£? J" thlS C ° Untry have dealt with or have failed to deal with-- 
and I think one can learn from both, instances— the problems of health in 

aTle^o?^^ ^ J hink H eaSily tra n^erable; what we Jh ink may 

V a ? inte "sting entry into a menu of various items for 
different countries to consider. Out of that, we may ask ourselves, -How 
can we cooperate most effectively with academic institutions in those 
countries, given the complex relationships between those institutions and 
their various government ministries. We have to understand how we can 
reach a consensus on issues under those circumstances. We will have to 

«o C ^ < = that t S ° me thlngS "nnot.be transfered because societal systems are 
so different. 1 
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I think we have a unique, resource that we have not used yet in this 
area, perhaps, snore than we have not used it in other areas — it is the 
foreign student population. We have, currently, in this country, 350,000 
foreign students. 

One could assume that out of those and the postdoctoral professionals 
who come here, a very significant proportion are going to be active in 
their own health care systems. We need to find some way of bringing to 
their consciousness what it is that the role of health is going to play 
in their lifetime, and that much of what they are learning ought to at 
least have a view towards that role* Under those circumstances, whether 
these students think they are going in for management or for engineering 
or for any kind of technology or, -of course, for the biomedical sciences, 
they may, in some way, be involved in health care "systems. 

We need to be careful about the term, "the university," in respect to 
other countries, too. In England it means the polytechnics are not 
included. In other countries, there are other institutions that are not 
included. 

In some respects, broadening the education for people who participate 
in the health systems is going to be one of the important aspects that 
probably is going to occur everywhere. The Office of International 
Affairs of the National Academy in its Board on Science and Technology 
for International Development (BOSTID) deals in some particular ways with 
the area of health. I have on my left a former chairman of the most 
appropriate subgroup of BOSTID and if the occasion arises, I am sure he 
will say something about that. 

We who are participating in this workshop have the task of summarizing 
extraordinarily diverse experiences, of seeing whether there are any 
underlying common factors or principles, and then labeling them with some 
factor that has to do with potential transferability. 

Maybe in all of this we ought to be aware of the injunction of the 
Bible, using the old form which still uses the masculine pronoun only, 
"He who increases knowledge, increases sorrow." To that I would add that 
folk wisdom says, "It ain't necessarily so." 

DR. ROBBINS: I wouX; like to call attention to the fact that the title 
of this meeting is The Roles of U.S. Institutions of Higher Education in 
Community Health Care. We are not talking solely about universities and 
that may be somewhat peculiar to the United States. 

Next we are going to hear from Dr. Jose Laguna of Mexico. Dr. Laguna 
is presently Vice Minister of Health for Mexico. He has had quite a 
variety of experiences. He has done about everything in Mexico you can 
do in the field of health. He has been Dean of the School of Medicine 
and Director of the Educational Center for Health of the National 
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anVsf on! " ^ * ^ ^ ^ional A cade ra y of Medicine 

is chairL re of e t S hi tin9 D " SOber ° n ' MiMSt * r ° f Health of Me ** c o, who 
is chairman of this year's World Health Assembly in Geneva. Dr.. Laguna. 

AGENDA HIGHLIGHTS - 1984 WORLD HEALTH ASSEMBLY 
Jose Laguna 

DR. LAGUNA: We have received the background documents for the Technical 

rao C Stra?eoi« 5"? t***^ d6aling with the Role of Universities in 
Sat til sill i t 9l ? f ° r m " Generall Y* »• ^cept almost everything 
forward in h " aliZe that the ^ eat challenge put 

S2[J ^ h6Se Jocuments is really to get together health ministers and 
leaders of academic communities, try to generate a dialogue between "he 
two broad groups and thereafter, promote joint and wider" inter act Ton 
between governments, universities, and society. 

^l\ b l?Tu Ct ° f thiS activit *' we »«Y ^ able to assess the 

E5!"£r?£ diff^ rSi ^r ° an haVe f ° r influ «n=ing the outcome of 
neaxcn care in different settings around the world and at the same time 

educa iSL ^Mi^ 1 " Characte " "la. and function ^ higher ' 

educational institutions in different sites. 

TntJn^ iC ? Gity \ we are makin 9 arrangements for a meeting of the 
Apri I T^ a Lin SOCiat J° n ° f Universiti ** to be held in Mexico city next 

care are ^ !J"^ eSt i° nS that WU1 be dealt with ' in relation to heaTth 
car., are 1) what has been-the role of the university, 2) has the 

act!v r iM« Pl T^ a [° le in the extension of coverage policies and 

3 } / hat haS b6en the impaCt ° f university manpower 
training programs in health care? 

th* fol^t « anSW6r th6Se questions ' ^ a frame of reference 

JealS } ?'\ f H St ' th6re iS 3 world - w ioe commitment to promote higher 
adaot itf«t a by T e ! nd ° f the CentUry? second ' every country should 
Itlllni 4 5 69ie ^ t0 the prevaili ng socio-economic and cultural 
lll Tt iVt';*' third ' 6Very universit Y should launch a plan to develop 
JHiS ntribu J ion towards Health for All by the Year 2000, fourth, primly 
health care is to be emphasized as the core strategy; fifth, the 
development of appropriate technology should be encouraged; and, sixth 
whenever possible, university* B h n „iJ , t / ' a ' slxcn # 

delivery of service" Participate actively in the 

These statements sound very important to me. if there is general 
IVolllT °" I*** r ° le ° f the universit ies as the designers of educational 
SrS^;« hat 8 Where 311 the documents coincide, i.e., the application 
of the different technologies to primary health care, then universities 
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seem to be rather active in the ability to show fresh perspectives in 
defining the issues in relation to the implementation of policies. 

Another issue that everybody seems to agree upon is that the 
universities are very good for the education of the general public and as 
the people's leaders. 

I would like to point out that although these statements seem quite 
clear, it you compare them to the general statements of the WHO on Health 
for All by the Year 2000,' i.e., the main strategy, actually this primary 
care, there are at least ten different programs or subprograms. I would 
like to analyze these. 

First is the subprogram of health education. This means mainly 
changing the attitudes of the public towards the promotion of its own 
health and everybody involved in the family constellation. The other 
aspect of health education is the adequate use of services. People have 
to know how to use a health center, a hospital, or any advisory capacity 
of the system. Especially in the many developing countries, this has to 
do most with the activities of the general education health system at 
large, not the specific role of the university. To reach the enormous 
numbers of people involved in these activities implies the use of 
different media to reach them, and usually the universities are not 
adequate for that activity. 

Another subprogram in primary health care is food supply and 
nutrition. We know for sure that food supply and nutrition are something 
that is beyond the health system as such. We have said that this is the 
sort of an. intersectoral activity that we should promote, but, it will be 
very difficult to achieve by the year 2000, or for whatever year we 
discuss. Food for all means three meals a day for all, and three meals a 
day cost lots of money. 

Safe water and basic sanitation — again, this is something more related 
to another sector than the health sector as such. Maternal and child 
care-*-this belongs, usually, to the health sector and everybody is very 
happy with this program because they can do many things in relation to 
mothers and children. 

Immunization, again, is a definite subprogram related to the health 
sector as such. However, endemic diseases are beyond the control of the 
health sector. For instance, malaria includes lots of non-health 
problems, it is not easy, in developing countries, to control endemic 
diseases because it is not a matter of just checking the disease at the 
individual level. You have to use other strategies. 

The treatment of common diseases and injuries and the provision of 
essential drugs is another of the subprograms of primary health care. 
For us, it has been a difficult problem to try to define exactly what is 
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a common disease or injury and what is the way you deal with this common 
disease or injury. 

Something can be very common but very difficult to handle. For 
instance, in Mexico we have 5 million workers covered under the social 
security system. Out of them, 500,000, that is one-tenth of them, are 
injured every year. One-tenth of the labor force in Mexico is injured 
every year. Out of those injuries,, half of them— that would be 250,000 
per year— are hand injuries, fingers or something. That is a very common 
injury. You need to have a very extensive medical care system to deal 
with this very, very common injury. 

The same thing could be applied to many, many other common diseases 
that would require lots of drugs and things, we have to accept that, in 
general, we understand the implications and the importance of primary 
care as the main strategy; 

In every country, maybe in every region of a definite country, we 
have to pinpoint what activities should have priority and what the role 
of the university or the universities is in preparing the personnel, in 
opening up fresh perspectives, and in applying the appropriate technology 
that could be useful for every activity. 

I might say that one of the problems that we are facing is that :, 
have to specify in every case what is to be done in relation to ever 
single problem of health with the specific individual. We must mov* • m 
the definition of the problems to recommendations for health service- 
solve the problems, to services the universities can perform in their 
educational role, i.e., the promoting of new perspectives, the utilization 
of appropriate technology, and the education of the public. 

Another problem that I would like to discuss is something that is 
found in the documents that we surveyed. It is the necessity of having 
the university do interdisciplinary work. Apparently that is the key 
issue of the university approach. 

If you can put together all the talents Of the university coming from 
every field, you can find solutions to the problems. But the problem, at 
least in our country and maybe in some other developing countries, is to 
put together people with no interdisciplinary mentality; people who are 
unidisciplinary. They have been taught to work within rigid disciplinary 
structures. Even though we understand the nature of the problem, it is 
very difficult to put together people with different interests and 
knowledge and get them together to formulate solutions for these 
multifactorial problems. 

If we send these people to be trained, they are trained either in the 
classroom or with books, in books and classrooms, you can say anything. 
It can be a multi-disciplinary activity in the classroom, m reality, in 
a health center or in a hospital, the physicians, the nurses, the 
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auxiliaries, everybody dealing with a problem uses the traditional way of 
dealing with problems, that is, the unidisciplinary approach. So I hope 
that you can understand that in many situations in our university setting 
it would be very difficult to evolve from the situation where we are now. 

Finally, I **culd like to point out another aspect that, for me, is 
very important. Usually government and the health services are dealing 
with societal demands; demand means the social pressure of groups trying 
to get something out of the government. Universities do not deal with 
societal demands; they deal with ideas, with intellectual needs. To put 
ideas together with societal demands, i.e., the way the services work, is 
another very difficult part of the problem. It is, of course, the ideal 
way of dealing with health problems. 

In some aspects, we have to accept that most of the trend in this 
Health for All by the Year 2000 is an act of solidarity of the developed 
countries towards the developing countries. In those developing countries 
we are facing the real problems related to the health situation. 

Even if you overlook the subprograms of primary health care as the 
WHO put them, you have to accept that in the developed countries many of 
the issues have been dealt with in a very successful way. You take it 
for granted. Nobody is worried about safe water, basic sanitation, or 
the food supply in the developed countries. You take it for granted 
because it is there. They are not there in the LDCs, and that is the 
problem in trying to write all these subprograms for the health of the 
people • 

DR. ROBBINS: I am sure Dr. Brandt will make that clear in his comments 
on United States policies and perspectives if relation to the World Health 
Organization's goal of Health for All by the Year 2" 10. He is the 
Assistant Secretary for Health, Department of Health and Huro&fi Services 
of the United States. 

He will chair tfo« T? S. delegation to the 1984 World Health Assembly. 
His background includes distingu. .hed positions in academia, including 
Vice Chancellor for Health Affairs at The University of Texas and 
Associate Dean of The University of Oklahoma Medical Center. Dr. Brandt. 



U.S. POLICIES AND PERSPECTIVES IN RELATION TO 
WHO'S GOAL OF HEALTH FOR ALL BY THE YEAR 2000 

Edward Brandt 



DR. BRANDT; I am delighted to be able to share this platform, and I am 
also grateful to a*' of you thuc you would come together to focus your 
attention on an in^^itant topic * one that I think is vital to the success 
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200?* W ° tld HeaUh Ot9anization ' s 9oal of Health for All by the Year 

—ST t 7i C ° f ° f institut i°ns of higher education has been 

S™?"!? f ° r 8 ° me time by our ^legations to the World Health 

, ™* „ We have ur 9ed members of WHO and the leadership on the 
Executive Board, on which I happen to sit as the U.S. representative? to 
pay more attention to higher education and the positive role that higher 
education can play in achieving the goals. nigner 

hlnh«r V 65 ^' ? h6y !?f Ve res P° nded Positively and made the role of 
higher education in achieving this goal the topic for the technical 
discussions of the World Health Assembly. I am delighted that they will 
be chaired by Dr. David Hamburg, a very distinguished educator, who 
a U ccompU a s n ?! PteCiSely 8 ™ e of the activities that higher education can 

The discussion that all of you will engage in over the next two days 

Uri ^Ti°J» 9 5*l! ! alUe t0 ° Ur de l e 9 ation as ^ goes to Geneva in May. We 
to n? £££ ! ?f ' Hamburq a 9"ed to serve and delighted and grateful 
wo Dr. Bobbins and the Institute of Medicine and to all of you for 

Zrltl tr tin l: \1 h t nk ***** Ve 311 ag " e thai the ■cade.ic community has 
great strengths which can contribute to our achievement of this goal. 

Let- me take a few moments to tell you what the strategy of the United 
States is towards achieving Health for All by the year 2000. We have 
committed ourselves to the achievement of a number of public health 
objectives by the year 1990. These objectives, are all identified in a 
publication called Health Promotion and Disease Prevention Objectives for 

Organization £ ?f liCatL ™ has served a * * stimulus to the World Health 
Organization. Tha document has been circulated among top health leaders 
around the worlcS and is now cited regularly in discussions at the 
Executive Board as goals are set throughout the world. 

Clearly, we are supportive of the entire concept of the global 
strategy of Health for All by the Year 2000. However, I think, with 
respect to the World Health Organization, that there are a number of 
important questions about the progress of that global strategy. 

Representing the Program Committee, I reported this year to the full 
Executive Board on the progress of the world in meeting this goal. I 

^V!m B11 J"! 'S" thete 18 * g " at deal ° f ^stion about how far we 
are getting, indeed, only about three-fourths of the nations reported any 

n°r I 1 }' and the f ° urth that did not re P° rt are not all developing 

or poor countr ies • 

« ha t W ! 1 ^ i «? J *V U,nb !![ of * uesti °ns about the progress-such questions « 
what kind of information is being gathered to use in measuring the 
progress of the strategy, country by country? what kind of monitoring 
systems are available and are being employed to ensure the gathering of 
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consistent, quality information? What instruments are available for 
evaluating progress, if, indeed, progress can be measured? And what means 
are being used in each country to involve as many people as possible in 
the whole spectrum of health, medicine, and social services? 

We are concerned about these questions, because th6 year 2000 is not 
far away. Indeed, it would be "tragic to approach that year lacking any 
evidence of what has been accomplished. To a great extent, those 
questions deal with the process of a strategy. Each nation has to help 
its citizens absorb the health message so that the total strategy becomes 
reality for every individual, in fact, the whole strategy is built upon 
the idea that every man, woman, and child must be involved in developing 
and securing his own health, or it just will not work. 

In the United States, have set out fifteen" major areas for 
improvement in the health szjULub of Americans through health promotion 
and the prevention of disease sad disability. All of you, I think, are 
familiar with those fifteen objectives. Each of them has numerical goals 
associated with it and, indeed, in total there are 227 measurable 
numerical goals that have been set for the year 1990. One of these has 
to do, for example, with immunization. Our goal by 1990 was to have 95 
percent of school-aged children in this country immunized. In fact, by 
the fall of 1983, 97 percent of the school-aged children in this country 
were immunized against the six vaccine-preventable diseases. So we are 
very happy about having achieved that. Another objective associated with 
immunization was to lower the number of measles cases to 500 per year. 
That, of course, should follow from achieving our vaccination rate. 
Unfortunately, we ended 1983 with over 1400 cases, nearly three ti?nes the 
1990 objective. As of the end of February 1984, we had over 200 c*ses of 
measles, of interest is the fact that they were almost all college 
students, or students of college age; the ones who were missed by the 
immunization initiatives in the past. We are now working with the 
American College Health Association to try to get all the college students 
in the country vaccinated. 

We are fortunate in the United States because we do have reliable 
systems for gathering and reporting data. We have, also, at the local, 
county, and state levels, a reliable group of people with a wide range of 
skills organized to deal with that problem. 

We have made the political decision, it seems to me, to invest the 
human and material resources necessary to change the health status and, 
thereby, the statistics measuring health status. Our activity and our 
strategy is built, therefore, upon fifteen general areas of health status 
with 227 quantified defined objectives. They were not defined solely by 
the federal government, but by a number of advisory groups to the federal 
government and, I think, defined in a reasonable way. 

It might be of interest to you that there are a number of other 
objectives that have also been achieved. For example, one of the 
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objectives set in 1980 was to reduce by fifty the number of cases of 
diphtheria in the United States, in 1983, only three cases of diphtheria 
were reported. We anticipate that there will be even fewer this year. 

Also, an objective was set to have no more than ten reported cases of 
paralytic polio. That objective, as all of you know, has also been 
achieved. The goals and objectives range beyond immunization* In 
occupational safety and health, we were hoping to lower the rate of work* 
disabling injuries to 83 per 1000 full-time workers. In 1983, there were 
81 per 1000 workers. . Again, we are ahead of schedule in achieving that 
objective. 

These achievements are the kinds of direct benefits that can come' from 
cooperative and collaborative efforts of several sectors of our society. 
The health professions, the private voluntary sector, and various 
governmental levels have worked together to achieve these objectives. Up 
until now, one of our great resources, our institutions of higher 
education, have not been heavily involved. 

Each of these sectors has a role to play. It is important that we 
define those roles, and it is important that we work *>>*; total 
participation. I am hoping that during this meeting, between now and 
Tuesday, all of you can help us at the Public Health Service as we focus 
upon the role of higher education in this process. 

I know that roles are there for the educational institutions; I know 
they are important. I know they will be helpful. The roles must be well 
defined. There cannot be anything fuzzy about them and there cannot be, 
it seems to me, blurred margins. Unless the roles are well described, 
they cannot meet the vital function that I see. 

Again, I am very grateful that all of you are willing to participate, 
willing to advise us, willing to help us, to educate us, if you will, so 
that we can make the upcoming Technical Discussions a success. 

I can assure you that those things that you tell us will be listened 
to, considered, and heeded as we move to Geneva, although I recognize that 
in some areas there may not be a consensus. Thanks very much. 

DR. ROBBINS: Thanks, Ed. Now we would like to hear from three of the 
people who are very directly involved, or will be, in the Technical 
Discussions. Each one has been involved in the planning for this meeting. 
They will give us a further perspective on the expectations of the 
Technical Discussions at the World Health Assembly. First, Dr. David 
Hamburg, whom you all know. He will be the Chair of the 1984 World Health 
Assembly Technical Discussions in Geneva. 

He was my predecessor here in this job as president of the Institute 
of Medicine. He is now president of the Carnegie Corporation of New York. 
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EXPECTATIONS FOR TKE T&CimiQMt DISCUSSIONS, 
1984 WOKLD* jBSLWiTH ASSEMBLY 

David Harafoi^arg 

DR. HAMBURG: I am very grateful to you, Fred, and to Dr. Akinkugbe, for 

SeJican i5S! in ?„ P ? B ^ bla ; X - ^ V6ry 9lad that " 18 a ^nuinely North 
n a t fs^ includin S ieatters from Canada and Mexico as well as the 
U.S.A. I m*nit there is no question that Dr. Mahler's charismatic 

i?"S![rJh 1P / t S? ttat Cf b3S P artner ' ^. Lambo in this enterprise 
of Health for All has had a very stimulating effect around the world. It 
is an enormously difficult problem. I, for one, identify with this 

levets bv fhlV^ T°J S maklng ' 38 Dr * Laguna said ' to im P"™ health 
levels by the turn of the century. 

It seems to me that there is serious consideration, in a way that I 

2L!° °ccurnng before on such a widely distributed basis, about 

what would constitute a decent minimum of health care, including, I think, 

a wise emphasis on the disease-prevention/health-promotion side of health 
cdr c » 

The problems, as Dr. Laguna made clear and Dr. Brandt echoed, are 
SL«f U i y tl ! 1CUlt Wh6n ' f ° r instance ' vou are talking about so many 
r^ll I T Y 3 d ° llar Pet yeSr «* r P* cson ' ° r «*• dollars per 

5th*i*£! Tr n t° n h6alth Care * We a " struggling and having difficulty 
with $1200 per person per year for health care. The magnitude of the gap 
in resources available is almost overwhelming. 

►h. l et \ Z haVe b6en im P ressed with the tremendous amount of ingenuity in 
the developing countries and elsewhere, which has been, I think, to a 
certain extent, stimulated by the Health for All movement. I think there 

aL^h! 0 " Can be d0ne * 1 d ° 866 some similarities between and 

among the problems so widely prevalent in developing countries and the 

Shti e ;L^ 1 ^ b ? tan i ial ^ CketS ° f *° ntt * in our own country, as well as 
other technically advanced countries. I think we have something in this 
country to gain from the kinds of ingenious considerations that go into 
setter uses of resources for primary care in other countries. This gives 
us a chance, indeed a responsibility, to ask what kinds of institutions 
confr S K me laten t strengths to bring to the table, strengths that could 
contribute a good deal more than is now being contributed to the 
improvement of the health of people everywhere. 

stren^th R y ° U ^?° k a ! al J ^ societal institutions with already developed 
thin? 9 J S \ while acknowledging terribly limited resources, you have to 
Wink about institutions of higher education, it has actually not been 

good dp a T°«r; eVen ^ h ° U ? h 4t 18 conc *Ptually obvious. I think that a 
wS*h 1 f dlsc ussion in the WHO leadership is appropriate, about 
nether to pursue this in an explicit way, for a couple of reasons. One 
we assumption, which obviously has something to it, that institutions 
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of higher learning tend to be quite elitist. Dr. Rosenblith touched on 
this perennial , and at tiroes creative tension, between research, service 
and application. It is familiar to us here, and certainly in many 
developing countries around the world, we tend to focus on a small number 
of people in the capital and other large cities with very high-quality 
tertiary care. Yet, perhaps a more modest contribution of those great 
institutions may be made toward the health of the rank and file of the 
population. That is one Kind of issue that has been, I think, a drag on 
trying to bring the institutions of higher education into the Health for 
All movement. 

Another is, I think, a very deep-lying concern and sensitivity about 
the various essential freedoms of institutions of higher education, such 
as the freedoms of inquiry and expression. These are fragile in so many 
places. The question is whether one might quite inadvertently do damage 
to those institutions by mobilizing a powerful phalanx of health-seeking 
parties to push them toward more direct applications in health or other 
fields of immediate practical urgency. 

Those are genuine problems. Yet, the fact is, the universities in 
developing countries are reservoirs of talent, as they are elsewhere. 
They and other institutions also are potential foci for eliciting 
cooperation from universities in more developed countries. That function 
of the universities is also, I think, a very important one. The question 
arises whether you can stimulate the institutions of higher education 
with integrity, with sensitivity to their essential qualities and 
freedoms, and provide incentives that would attract a certain amount of 
faculty attention and perhaps even interdisciplinary faculty attention, 
to these crucial problems. 

The Technical Discussions this year are related to the Technical 
Discussions last year. You heard Dr. Laguna put considerable emphasis on 
education for health. Dr. Brandt put considerable emphasis on disease 
prevention and health promotion. Last year the Technical Discussions were 
on education for health. The very powerful point, indeed the very first 
point, cited by Dr. Laguna" in the components of the Health-for-All thrust, 
primary care around the world, would be in 'that domain. I think the 
question of how education for health is going to be implemented will 
substantially involve institutions. of higher education and other 
institutions as well, if anything is to come of it. 

I must say in passing it seems to me that the education of girls and 
women, at whatever level, is an enormously important part of it. I do 
not say that out of some sense of social justice, though obviously it is 
very important in that right, but in terms of the growing evidence in 
recent years of the consequences for health and the consequences for 
family planning when girls and women are educated. Evan a modest level 
of education, I mean the threshold between non-literacy and literacy in 
terms of its implications for health and family planning, appears to me 
to be very great. So, education of women at every level is one aspect of 
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education for health and has both a direct and indirect impact on health. 
I see the Technical Discussions of last year and this year as being very 
closely related. 

In the matter of the U.S. role, or the North American role more 
generally, I hope that the Health for All movement can stimulate- us to 
pay more attention and provide more ingenuity with respect to providing 
health care for the poor in our own country. I hope that it would help 
us give more attention to what U.S. institutions of higher education could 
do cooperatively with universities, ministries, and other private, non- 
governmental organizations in developing countries. 

I believe that the broad range of institutions of higher education, 
with all this diversity that Dr. Rosenblith spoke about, is a great 
resource for many kinds of problems. There- is an extremely large pool of 
talented, dedicated, and technically skilled people. With even a modicum 
of orientation toward interdisciplinary cooperation these days, I think we 
could stimulate, through Health for All, a modest shift of attention of 
that immense community toward public health problems around the world. It 
would be an important contribution. 

I hope the Technical Discussions, with Dr. Brandt *rs Chairman of the 
U.S. delegation, will have some kind of ramifying effects in this country. 
Certainly the present meeting, as others have said, will help us to 
prepare for those discussions. 

A crucial step within WHO, -which I discussed with Dr. Mahler and 
Dr. Lambo in January, is the follow-on activity. It would be a very great 
pity, indeed, if the excellent rhetoric we hope to generate in May would 
evaporate in the lovely spring air of Geneva without the ideas expressed 
leading to any kind of institutional arrangements in WHO. The ideas, if 
implemented, could move us a notch toward wider involvement of 
institutions of higher education in countries like Our own and 
cooperatively with those in developing countries. That will take some 
organizational ingenuity and persistence to make it happen. 

Our experience in this country is, after all, encouraging in this 
regard, it has been touched on earlier. The role of the land-grant 
.colleges with respect to agriculture and engineering, at a time when we 
were a developing country and ofc: to the present, is an extraordinary one. 
I am very glad we are going to have that presented to us by Dr. Beering. 

It is an obvious point that university-based research, in all of its 
many ramifications, which include the basic level, the political level, 
and the field level in many disciplines, has enormous impact on the 
American economy, and on the world economy. There is every reason to 
believe that more could be done in terms of the utility of university- 
based research work for health around the world in the next couple of 
decades. 
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Finally, we have a tradition which is not as large as I would like to 
see it, but is well represented at this meeting, of university-based 
efforts at research, education,- and application to widen the coverage of 
primary care, widen the coverage for health care generally and, also, to 
widen the application of public health intervention in this country. 

It may, indeed, be very stimulating to have Health for All impinge on 
that sector of our educational system in the next couple of decades. This 
gives us a chance to think in a fresh way about some traditions that have 
been stronger or weaker at different times an* have been productive in 

tf£ «? I K d r n °! d Countries like °« r own; and yet, that need very much 
to be stretched and challenged and stimulated with respect to the health 
picture all around the world. . 

We need to sort out the lessons that have been learned from the 
variety of efforts, for example, in cooperation between our own 
universities and those in developing countries. We need to consider 
those lessons in relation to the future potential of institutions of 
higher education in respect to health of all people everywhere, not just 
those who are sufficiently fortunate to live in certain places or that 
hive a certain level of income.' 

So for all those reasons, and more, I thank each and every one of you 
who responded on short notice to come to this meeting and prepare your- 
selves to try to do something about the great challenge that we face. 

DR. ROBBINS: Now I will call on Dr. Jack Bryant. He is well known 
to all of you. He is presently Special Assistant to the Assistant 
Secretary for Health, namely, Dr. Brandt. He is a member of the Plannim 
Group for the World Health Assembly Technical Discussions. 

I will not go into his qualifications in other ways. Most of you 
know what he has written and what he has done. 



John Bryant 

DR. BRYANT: From the beginning of WHO' s consideration of the theme of 
universities in relation to WHO's strategies for Health for All, there 
has been both considerable interest and considerable skepticism, and it 
seems to me that this conflict is continuously present. 

Universities are important, of course, but are they interested? will 
they be responsive, toward challenges that are inherent in Health for All? 
I wonder, personally, whether this is a matter of universities not getting 
around to some of the ideas or whether there is a fundamental conflict 
between what WHO is asking of universities and what the universities, in 
fact, can do, given their traditions, structures and purposes. 
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Let me explore that idea briefly because, to some extent, it deals 
with why we are here. Also, it will help to raise some questions that 
those of us who are involved in the Technical Discussions need to ask 
ourselves as we prepare for those discussions and for afterwards. 

First, what is WHO about with its Health for All idea? It has already 
been discussed here extensively by Dr. Laguna. In my view, the central 
principle of Health for All is that of equity. The central theme of 
Health for All in pursuit of equity is universal coverage with services 
that are effective, affordable, and relevant, with respect to the local 
situation. 

This matter of effectiveness has a special meaning for the more 
developed world, where health is in a continuous state of flux. The more 
advanced a country is, the more new problems appear on the scene. Often 
these are social problems, such as teen-age pregnancy, drug abuse, 
alcoholism, and problems of the environmental hazards connected with 
industry, and so on. 

In that sense, I believe that Health for All is a permanent challenge 
to all nations. Since I have something of a problem with the turn-of-the- 
century deadline, my own view that I like to put alongside these issues 
that have been discussed about access and effectiveness of health care and 
of minimum threshold health is that Health for All might be considered a 
process rather than a goal in the sense that nations become firmly engaged 
in the process of striving for universal coverage with effective services. 

There has been considerable movement around the world for providing 
health services. David referred to some of that. I was interested to 
hear it expressed so explicitly from Mexico. Nations have made political 
commitments, budgetary allocations, and are in the process of building 
primary-care infrastructures. 

There are some splended, small-scale examples of Health for All being 
done with very limited resources, the one or two dollars per capita. 
There are a few national examples, but there are immense problems at the 
operational level in so many countries where the political commitment has 
been made. How do you actually get it working — to reach out beyond the 
liinited coverage that has been the case with services that directly 
address those problems and, as Ed Brandt raised, how do you know that you 
are out there? 



How far can WHO and Health for All go without the universities? Well, 
I believe not very far. Much more is involved than the somewhat limited 
kinds of training that most ministries of health could lay on. Much more 
is involved than incremental adaptations of existing primary care 
Programs. I think profound changes are required, and they place the 
strongest call on the best that we can do in research and education 
relating to the basic principles of Health for All. 
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For example, if a university responds to the research challenges of 
Health for All, a new generation of scientific questions are introduced. 
Questions that have to. do with universal coverage on one or two dollars, 
with programs that address the problems that are out there with 
information systems and surveillance systems. One can define the problems 
and know whether or not an impact is under way. An infrastructure of 
primary care can be used to bring some of the exciting advances in bio- 
technology to the periphery to apply at the primary care level, m 
education, we think of the problem of a multitiered manpower structure 
reaching from tertiary-secondary structures out to the periphery and the 
problems of the ways in which they interact with one another and with the 
community through such a primary care system. 

It invites universities to become involved in the logic of education 
for competency, defining the competencies that are needed, then developing 
the settings and the processes for doing that. Few universities have 
become seriously engaged in such a process; i.e., speaking of it from the 
point of view of WHO and Health for All. 

How does it look from the university side, or the side of higher 
education? Well, difficult, to say the least. I would say that most of 
such institutions have not heard of Health for All and, if they have 
heard of it, they are either indifferent or skeptical or, on occasion, 
interested; perhaps some are deeply interested. 

WHO is very singleminded about Health for All. It is consistent and 
it is determined. The track record that it has made in pursuing this 
subject shows you this. The books it has put out, the publications on 
the managerial process, the planning, the assessment, and so on, are " 
illustrative of that. 

Universities, on the other hand, as Walter Rosenblith said so clearly 
at the beginning, are, first, a very heterogeneous population in the 
U.S., not. to mention worldwide. Any given institution has multiple 
purposes. -They have diverse agendas and, as has been said, they often 
represent more of a collection of academic talents. The internal 
interests of its parts often point in different directions. 

So it is unrealistic to look for a response of "the" university, as 
Walter has reminded us. Rather, we look for responses of parts of 
universities, though in the developing countries I believe that there may 
be instances in which the leadership of an institution can pull the 
institution along perhaps more coherently than in our more established 
institutions. Nonetheless, what will be the impact of the responses of 
universities? it is difficult to know. 

It could vary from none to even a negative impact. The interests of 
many universities are really divergent from the Health-for-All idea. For 
example, those whose interests have been captured by high technology will 
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point in a different direction and pull their people in a different 
direction than those who are not hi-tech oriented. 

The impact might be indirect, that is, there will be a fallout from 
the university pursuing its business. as usual in biomedical science and 
related areas of science, or there might be a trickle-through of 
biomecV3*l technology; this night find its way out to the periphery of 
primi* care systems. 

On occasion, the impact will be direct and powerful, as we have seen 
in some universities that have taken this very seriously. Le* me mention 
Dust for a moment the study by Guy Ber jay and his colleagues in Paris 
that was published by the OECD called, "The University in the Community. ■ 
Berjay and his colleagues mention that universities were caught up in the 
economic crisis that has covered the world, and that is certainly true. 
He made the point that this crisis should not be allowed to mask another 
crisis, namely, of universities and institutions of higher education 
searching for greater social meaning, that is, a new openness to the 
community. Here we define community very broadly to include everything 
outside the university—local government, social groups, industry, and so 
on. They are hunting for new partnerships, looking for new permeabilities 
between the university and the society around them, in other words, new 
relationships with society, new social accountability. 

I have asked Berjay on several occasions, if this is the actuality 
that he and his colleagues found in the universities around the world as 
they looked, or if it is their wish that it be so? He insisted that it 
is their findings, it is an interesting question, nonetheless. 

These two ideas, of what WHO needs from the universities and what the 
universities new relationships to society will be, at least suggest that 
we have in front of us a social equation. On the one hand, WHO and Health 
for All need the participation of institutions of higher education. On 
the other hand, we can ask the question, "is it likely that universities 
are seeking a greater social meaning?" if they are, will they see in 
Health for All a channel for pursuing that search? 

If the answer to that on the university's side is more no than yes, 
then we can see continued indifference on the part of the university. On 
the other hand, if it is more yes than a no, then it is an opportunity 
for partnership, if there is such an intersection of interests— and we 
would not expect it to have tidal-wave proper tions— WHO and the ministries 
of health are not practiced at relating well to universities or to 
interests within the universities. Only parts of some institutions will 
intersect these interests, in which case there is the possibility of a 
partial joining of interests. 

We can ask the following questions: How much interest in community 
health care is there within the university community around the world? 
How are those interests to be found, energized, and used? what are its 
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characteristics and potential? And then, finally, coming to David's 
question, what might be done internationally to promote and encourage 
greater involvement of universities in this Health-for-All effort, both 
at the Technical Discussions, as a planning stage for that, and then, 
afterwards, what might be done to follow on? 

DR. ROBBINSs Now I am going to introduce Dr. Akinkugbe. He is presently 
serving as Secretary to the 1984 Technical Discussions. He is Professor 
of Internal Medicine at the University of Ibadan in Nigeria. He has an 
extraordinarily interesting- past history. For example, he was formerly a 
member of the British Royal Household, having served as assistant to Lord 
Evans, the Queen's physician. 

0. 0. Akinkugbe 



DR, AKINKUGBE: I bring you special greetings from Dr. Mahler, the 
Director-General of the World Health Organization, and would especially 
like to commend the initiative of the Institute of Medicine in hosting 
this invitational workshop. 

Permit me, also, to thank the organizers for asking me to participate. 
I suspect the institute's magic wand is irresistible and that the coterie 
of experts that you have here these three days will do ample justice to 
the formidable menu of topics relating higher education to community 
health care in your environment and beyond. 

You in the United States already have a plethora of experience in 
these matters. It does not require much effort to see that service is 
part of your own national ethos, and in no other field of endeavor have 
you demonstrated this as clearly as in health, education, welfare, and 
human services. What is to me even more remarkable, is your capacity for 
self-examination instead of self-congratulation. There is a continuing 
urge and a manifest effort at critical appraisal of what has been done 
and how best to improve on it in the light of contemporary events. 

I have come here to listen and learn and' perhaps share with you my 
modest experience in relating the role of universities to the strategies 
of Health for All in a global context. A rationale for this is provided 
by Emile Durkheim in his assertion, "On ne comprend pas sans comgaraison . * 
For those in the audience who are as illiterate in French as I am, that 
means, "There is no understanding without comparison." 

Since Alma-Ata, the attainment of Health for All by the Year 2000 has 
been on the agenda of all nations. The zeal with which these ideals are 
being pursued has varied from place to place, influenced by a whole range 
of social and cultural factors as well as political and economic 
imponderables. It is not an act of bad faith to observe that the credo 
of Health for All is yet to become the consuming passion of any nation. 
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Stopia!' ^ ° f US " e ' ln ° Ut different «», mirtm WWfSa that 

Primary health care was identified earlier as the main engine of 

Jhf atl ° n ° f H ? alth f ° r A11 - Most membet «tatos Of thn WHO have, in 
the past years, actively explored ways in which thek hiaith care S cies 

re^rderlr h ^ e ° rlented tOWardS thlS br ° ad *° a1 ' Such rethinking and 
JITJl^E 5 UP 8 numb6r ° f chall enges both for the developed and 

in •hJSS P 9 * SUCh Challen 9 e is the role of highE rfStiX 



Now in the more developed world with its fairly clear conceptual 
framework of the nation-state and its general awareness of the * 
SOClal contract ' universities, with some notable 
reoard serv/rL^ 6 t0 3 hermetic ' ivory-tower image and to 

! community as tedious irrelevance. True scholarship 

center™" T at6d WUh eS ° teriC P u " uit -. Field and community! * 
oriented research have rated low on the academic pecking order. 

In the emerging and developing countries, the volume of misery 
ITU * fhe v icious cycle of ignorance, poverty, and disease, with 
the obvious lack of manpower resources and organization brought on by the 
th'e^L ' m T i M lfficult f ° r them to do more than aerSy nibble ft 
to llln S 96 H6alth f ° r A11 ' Their diversities, in general, continue 
to limp after the Western intellectual tradition in spite^f the lessons 

local levels? 3 ^ pr ° blems crvin 9 °«t for solutions at their own 

The institute of Medicine, that is today's host, some six years aao 
studied ways of strengthening U.S. programs to improve health in * ' 
St 9 c ° u " tries « * «■ not aware of the actions that might have" 
flowed from that practical and pragmatic exercise of 1978, but we do. of 

^rela^on* 1 11 Tt demons trable performance are often 

poor relations of rhetoric. 

Drob^rr'i" 9 ° f that im P tessiv e study was the way in which health 

problems in developing countries were noted to require concomitant 

iJ 9 ieS ! t n ! UCh areaS aS gnomic development, reduced population growth 
iLtTj UPP )i e ir d nUtrition ' ~»«nity mobilizaUon and d^elop-' 
EfiJlS "Station, and strengthening of health education programs 

to t n e ia« lc e ^ Ce ^ co r it r ntS ' Thls mix seems to me strikingl? akin 
ro the basic elements of primary health care also articulated in Alma-Ata 

2LSf Wel1 aSk! What relevance h-a all this to the tertiary 
dirre 8 ^ »■ are to be learned in the 

staafLr' S * land ' grant alleges and Europe's civic universities set the 
Our footL i n9fUl t0wn - gow n relationships over a hundred years ago. 
now St IT* f VC S eSitant ln consolida ting those gains, it is only 

now that the drive towards egalitar ianism and the storms of economic 
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recession have jolted academia/ into a search for social relevance. From 
Boston to Bangkok and from Mexico to Moscow, universities are now having 
to confront a new set of challenges. Society's own expectations of these 
institutions have suddenly heightened. University concern is at last 
broadening and taking on issues of human development and social justice. 
This new equilibrium is in a state of flux, but one can already discern a 
pattern. 

North-South interdependence in the area of health and education is 
best illustrated by the Network of Coirmunity-Oriented Educational 
Institutions for Health Sciences. The forty medical schools which form 
the Network are equally divided between the developed and the developing 
world. All place special emphasis on primary health care education, 
research, and health care activities. In Thailand, the Netherlands, 
Israel, Sudan, Canada, and the Philippines there are examples of 
innovations in curriculum design and evaluation and in attitudes for 
faculty and students to learn in research and service. We must look 
beyond the medical school or the faculty of sciences or health sciences 
in our efforts to meet the challenge of primary health care. 

A broad intersectoral and interdisciplinary approach is the sine qua 
non . They are intersectoral in the respect that universities and all 
institutions of higher learning must relate to government, on the one 
hand, and to society, on the other. They are interdisciplinary in that 
the major elements of primary health care extend into the social sciences, 
agriculture, engineering, and environmental studies. As has been 
eloquently stated elsewhere, the issue will not be as much the range of 
courses offered by the institution as it will be the wsy in which people 
from different disciplines are taught to talk to each other and understand 
the values of those concerned with development. 

These, then, ladies and gentlemen, are the major imperatives in health 
and higher education that are beginning to stir academia 's consciousness 
in today's world: a new search for social relevance with global inter- 
action, a perception of society's changing needs and expectations, with 
adaptation in roles and attitudes of faculty and students. Above all, 
they are the virtues of an" intersectoral and interdisciplinary approach 
to health-related problems in our different climes and cultures. It would 
be strange, indeed, if our educational institutions in developing or 
developed nations had not been enlisted to play and did not themselves 
seek a leading role in adjusting the total national effort to the needs 
of a world which has become so small that its peoples must live together 
peaceably, with mutual respect and cooperation. 

I would, in closing, just like to highlight one or two areas in which 
I feel that the global flavor of the thrust of universities or tertiary 
institutions in this whole credo of Health for All may have some important 
lessons for this workshop in the next three days. 
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I think we must try and look into ways in which we perceive 
institutions as themselves seeing their role in Health for All— how 

envI^rXr^K 0156 ^ 65 ^ cceive institutions, that is, what roles they 
envisage for themselves, second, what forms of tertiary education are 

S e £!L 4 AS y °" are a11 no aoubt *ware, there are as many interpretations 

f JZ I "7 edU "^ lon aS there a " countries, and there are even countries 
without universities or tertiary institutions. What role do we envisage 
for them in this new movement of universities and health for all? 

Then, sir, there is the problem of academic leadership within 
A?r Cr H^^ S iV?!" 8 ° f underst anding the whole purpose of Health for 
unW= a I V t 0 ?P° rtunit y of serving a sentence of hard labor as 
university vice chancellor in two institutions in Nigeria, i can visualize 
i. JSEJr* 2 *t 8 tOP like '"Universities and Health for All (HPA) " 
is brought into the senates of the universities and professors of, shall 
has S to l°ilt d ~ State P h y^ cs or ^lamic studies, promptly ask what all this 
has to with his subject! The answer, of course, would be that it might be 
Si? Universit * P«"onnel to imagine that everyone will rise to 

this credo in a very positive way. I can see that the faculties or 
disciplines that would be most closely associated with trying to under- 
stand what Health for All means will be the social sciences, agriculture, 
nutrition, and other areas that impinge on health. 

I do not have the gift of prophetic wisdom, but I *ould hope very 
much that if, in the Technical Discussions this year, we achieve no more 

^h?i? en r! 9 J hG awareness in institutions of the importance of being 
mobilized to assist in pushing this concept forward and if we achieve no 
more than getting Ministers of Health to hold regular dialogues with 
ll»tTtS J ea ?^ ln " nivers ities~and 1 am being careful now not to say 
d! 8 Mn?f \ ^iences or medicine, but deans that cut across varlLs 
enaeaSoJ? 6 W ° WU1 be ^ than satisfied i" this crucial 

DR. ROBBINS: Now, the moderator of the next discussion and the person, 

eirSSJ^E? Tl "5° introduce our ke ynote speaker. Dr. Graham is 

currently Administrator of the Health Resources Service Administration of 
the Department of Health and Human Services. 



ROLE OF LAND-GRANT COLLEGES IN AGRICULTURE AND ENGINEERING: 
A POTENTIAL MODEL FOR HEALTH CARE SYSTEMS? 

Moderator - Robert Graham, Department of Health s Human Services 

2S2 M i*«I?« la iJ Way !! a P leasure to be able to introduce someone that 
one knows fairly well and who is known well to others because that gives 
some room for creativity in the introduction. 
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Steve Beering has a background in medicine and health that goes back 
to the University of Pittsburgh, where he took both his bachelor's and 
M.D. degrees. He then spent a period of years in professional training 
and joined the faculty of the University of Indiana in 1969. He made 
rapid progression through the offices of the University and assumed the 
role of Dfie.a of the School of Medicine at Indiana in 1974. 

I thlfif : would note here that that was a significant time period for 
the University and for socie of the issues that the group will be 
discussing. During that time period, there was a decision on the part of 
the university to make 5 very special type of commitment to the health of 
the people in the State of Indiana. Both the University and the Medical 
School changed their roles during that time period. 

Approximately a year ago, Steve left the University of Indiana to 
become the President of Purdue University. During his career in health 
he has been active in councils and ccmmittees of the American Medical 
Association and the Association of American Medical Colleges. He served 
is the Chairman of the Council of Deans of The Association of American 
Medical Colleges. 

His presentation this evening is: The Role of Land-Grant Colleges in 
Agriculture and Engineering: A Potential Model for Health Care Systems. 



Presentation by Steven Beering 

DR.. BEERING: Let me begin by recalling something that the great German 
philosopher, Emmanuel Kant, said nearly two hundred years ago when, in 
the twilight of his remarkable teaching career, he tried to distill in a 
few questions the wisdom that he wanted to impart to his students. He 
stid that the basic questions in life are three: First, what can 'i know? 
Second, what should I do? And, third, what may I hope? True to his 
philosophic teachings, he failed to provide answers for these three 
questions. Perhaps before I conclude this evening, some answers may 
suggest themselves in the context of our inquiry. 

first, I shall present some further history of the land-grant 
univeisity system in America. There were several highlight dates, one of 
which preceded the actual Land Grant Act in 1862. To me it has very 
special relevance to what I am doing right now and to what we have carved 
out for ourselves in terms of achieving collective world health by the end 
of this century. This special date was 1819, It was the date of the 
chartering of a university near here, the university of Virginia, it was 
the date when Thomas Jefferson, our third President, might have convened 
a group similar to this and examined the question of how can we achieve 
economic stability and economic competitiveness and health across America 
in our time. 
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He looked around and observed that the universities in America are 
all very classical and very similar to the European model. They teach 
the classics; they teach the humanities; they teach art; they teach music, 
a little medicine, a little law, a little history. But they are 
impractical and they are, in fact, not doing anything for the evolution 
of this new nation. They are not assisting us in developing and pushing 
back the frontiers. 

In the various biographies of Thomas Jefferson there are several 
engaging accounts of the struggle which eventuated in his wishing to 
found a brand new university which he said should be peculiarly attuned 
to the country's needs and to teach knowledge "useful in this day." 

In order to do that, he said, such an American university should not 
only embrace the European model but it should add to that, practical 
translation and application. It should not restrict itself to enrolling 
the male offspring of the wealthy merchants and the movers and shakers of 
society, but it should also include their daughters. 

And then he further said it should not exclude those who could not, 
by accident of birth, afford higher education. It should include all 
people, it should be a university which would teach the sciences, as 
well as such practical non-higher education subjects as agriculture and 
engineering. 

The university should prepare the young person for all the pursuits 
of life and it should give -him not just the knowledge of the ancients, but 
some practical exposure to the kinds of things that would enable him or 
her to make a living and, most importantly, to make a positive 
contribution to society. 

In 1862— it took us that long— President Lincoln signed the Morrill 
Act. This Act encouraged each state, with federal support, to establish 
at least one school which would embody these kinds of philosophies. 
Today, 5 percent of the over 3100 universities and colleges in this 
country are land-grant institutions , but they enroll over a third of 
those 12 million youngsters who ars now in school. 

In 1887, we recognized, in an amazing leap of logic, that it was not 
enough to have an institution which transmitted existing information, but 
that we also needed to have a way of uncovering and discovering and adding 
to the body of knowledge. So we, as a nation, had another act passed 
which was entitled the Hatch Act. This Act added to the existing land- 
grant legislation an edict to build experimental farms, outdoor 
laboratories, if you will, for the agricultural, engineering, and 
scientific technical instruction which was available in the land-grant 
colleges. It was a very wise Act. Not only did it logically add the 
experimental aspect, but it made it a joint responsibility between the 
federal government and the various states. To this date, the funding for 
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this particular research endeavor is shared between the federal and the 
state. governments. 



In fact, if you think about it, most universities are not chartered 
to do research or to do application; they are chartered to teach; they 
are chartered to educate. It was a very proud moment in our history when 
we recognized, by legislative mandate, that research is a proper business 
of the university. 

Another important date was 1914, when the Federal Congress added the 
Smith-Lever Act, which said it is not enough to teach and do research; we 
have to apply this knowledge. And so the agricultural extension system 
was legislated, and it followed the Hatch Act model of having 
participation between the federal and the state governments. 

At that time, in 1914, nearly half of the United States population 
worked and lived on the farm. That is not true today. Seventy-five years 
later we have only 2.6 percent of all of our population involved in farm 
work. It is amazing that so small a number of people can feed the rest of 
us and account for fully 20 percent of all U.S. exports abroad. 

The system, which was established in 1862, augmented in 1887, and 
augmented again in 1914, has survived all of these years and is intact in 
each of bur fifty states. It surprised me a great deal, when I first 
became familiar with Indiana, that it has been the prototype for 
education in law, medicine, dentistry, nursing, allied health, and 
various other disciplines, and that to this day in Indiana, there are 
ninety-two counties, each of which still has three to fifteen extension 
agents who daily await instructions from the mother house, the main 
campus, as to what it is they should impart to their charges who live in 
their counties. 

We have 337 of these agents. We have now equipped them, with 
computers, and what they are teaching in their county extension offices 
today is dramatically different from what they taught in 1914, but the 
system is intact. I wonder how many of us in the world of higher 
education are aware of this national system which allows for com- 
munication, translation, and application. 

I was fascinated by it back in 1965 and 1966, when I first consulted 
in Indiana. Out of that early contact came a dual decision. One, on my 
part, to move there and, second, to design a statewide system for medical 
education and translation which we call the Indiana Statewide Medical 
Education System. 

We used the agricultural extension system as the basic model for 
amalgamating six universities and their regional campuses, twenty-seven 
large hospitals, and nine major cities in a system whicl now offers the 
first two years of medical school, nursing, dentistry, allied health, and 
continuing education, and now we have television instruction, which this 
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year enrolled over 300,000 students taking courses all the way from 
medicine! t0 ^ maSters degree in engineering and the doctorate in 

As a side light, we now have the universities-there are thirty-eight 
of them in Indiana— linked by computer an d by dedicated telephone lines. 
This shared system of communication is paid for in part by the State and 
oUrSXiJ*,*? Va ^°^ S uni versities. Our system began with agricultural 

iZ^t ' ? f dd6d the health scie nces f and has now been extended to 
involve engineering. 

We have a new program called CIDMAC— this stands for Computer- 
Integrated Design Manufacturing Automation Center. It is an inter- 
disciplinary project involving our schools of engineering, science, and 
business, and our new super computer (CYBER 205), which can do 800 million 
computations per second. We have begun a new endeavor. We began this 
new program by inviting five major corporations to the campus in a reverse 

trworr°?^ m t0 brin9 th6ir ° Wn ^^neers, technologists, and scientists 
to work with our graduate students, with our faculty, with our under- 
graduate students, and using the aupex computer, to help design the 
factory of the future— namely , the Rooties approach to manufacturing. 

is i^T< di ! C ° Vered that the 9 aa 9etry that we have, the new technology, 

WayS * 0ne is that there is not sufficient software or 
artificial intelligence to drive the new technology and second, and even 
more serious, that there are not enough people who could operate either 
the hardware or the software. .So we are very much like the space program, 
developing all three simultaneously. Access, of course, is one of the 
limitations that we have removed by the immense capacity of the new super 
computer. 

In order to go beyond the most sophisticated kinds of people- 
development, to enhance the human potential within our state, and to have 
the university cooperate meaningfully with business and industry, we 
Si! i d 8 s ^ atew .i de technology training program to teach computer 
technology and engineering technology in the workplace. That may strike 
you as an overwhelming task. However, by going through the networks that 
Imfii y u haVe established, we were able to identify twenty-three com- 
munities where there were willing partners who would provide the physical 
space, volunteer instruction, equipment, financial support, and community 
enthusiasm. Our faculty, of course, from their central headquarters on 
^e main campus, links these sites by their personal visits, with 
assistants who were hired just for that purpose, and by television and 
the computer. 

on if T haVe devel °P ed thirteen such sites, we have three more coming 
twpni ne Jr the next six months, and we hope to have the whole system of 
lll^r* Sit6S unfolded d "ing the next two years. Let me give you a 

pecific example. Kokomo, Indiana, which is becoming the silicon prairie 
Indiana, is a site. It has a major subsidiary of General Motors, 
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Delco Division, if you have a GM car, the radio was made in Kokoroo. 
They have switched to the production of semiconductors and electrical 
components and employ 15,000 people* Those include nearly 500 
individuals with advanced university degrees in engineering sciences, 
computer sciences, and so on. 

We wanted to start with a program for twelve students as a pilot 
effort. There was such a clamor to get into this program that we opened 
it on January 9 of this year with a hundred students. Now these are very 
unusual students. They are married* they are older (22-62 years); they 
have no previous college degrees. A large number of these students had 
never thought of going to college before. They disdained going to a 
vocational or technical school; now they are hooked. 

We constructed this program in such a way that the curriculum 
articulates with any of our university campuses if they wish to complete 
a four-year degree. 

This program could not- have worked without inter-institutional 
cooperation. Crucial to this was the agreement between the trustees of 
Indiana and Purdue Universities when I came aboard a year ago, that we 
would work together. Purdue is a land-grant college and I.U. is a state 
university as well. Neither university has all disciplines available, 
but together. we offer everything. 

For example, Purdue does not have a medical school or a law school. 
I.U* does not have a veterinary school or a pharmacy school. We are 
currently at work together in this statewide technology program because 
we are offering it at each of the campuses in the two university systems. 

We are at work together in the opposite direction, constructing a 
major research and delivery effort in cancer. It will involve the I.U. 
Medical Center and the Purdue Veterinary School, School of Science, and 
School of Pharmacy. 

Also important to the future development is the agreement for state 
universities to work with private universities. There are six state- 
related institutions in Indiana and the remainder, the other thirty-two, 
are private schools. Many are quite well-known, such as Notre Dame, 
Wabash, and Earlham, to cite only three. 

They also are working with us in the communications system, in the 
medical education programs, and in the technology and computer programs. 
Interestingly enough, one of the earliest parts of our cooperation was 
just providing a telephone hookup for one another. 

Another essential part is the willingness on the part of industry to 
work with us, not just in the usual model of an industrial park — we have 
that as well — but to have them open their doors and their factory floors 
to having students underfoot in these unique cooperative programs. Our 
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next challenge is an urban extension program. We have made an effort to 
do more than create the usual magnet school, which addresses the problems 
of inner city black youngsters. We are attempting to look at all the 
high schools in the state. 

We have a real problem in this country which we tend to forget about. 
Do you realize that 12 percent of our nation is illiterate? They cannot 
read or write. We kid about our people reading the front page, the 
editorial page, the comics, and the sports page. Twelve percent, 28 
million people, cannot even do that. 

We noted that our high school completion rate in Indiana, as well as 
in the rest of the country, was 75 percent or less. That means that 25 
percent of the individuals on whom we build our future do not even have a 
high school diploma. We noted the low college entrance rate of those who 
do complete high school. It is somewhere between 30 and 40 percent, 
depending on the state you happen to live in. At the other end of the 
spectrum, we noted how few people are college-degree holders. It varies 
all the way from 10 percent in one state to the high of 16.1 percent in 
California and Vermont. 

The average for this country is 14-1/2 percent. Think about that. 
Two hundred thirty million people and only 14-1/2 percent have the kind 
of education that all of us will need to lead socfefcy into the twenty- 
first century. Science and technology are no ls&ger the province of the 
elite scientists. They are becoming part of th<- liberal education of 
every man, woman, and child in this country. 

We have also, together with Indiana University, strengthened our 
international programs. We have student and faculty exchange programs in 
Europe, for example, in Hamburg and Madrid. We have programs in Africa, 
and programs in South America. 

I want to use this ftoment to lead into what I consider a number of 
future challenges at home and abroad. Our challenge at home is that we 
now are possessed of new information and new skills. We have new 
learners, people who are willing for the first time to say learning is a 
lifetime endeavor. 

We have new technologies such as television and the computer to help 
us transmit information. We have the willingness on the part of society 
to open up nontraditional locations — it is no longer necessary to study 
only in the schoolhouse. You can learn in the factory, in a church 
basement, or at home. You can have your modem tie you into the computer 
and get the Dow Jones averages and the day's news right at home. You do 
not have to be at a special location. 

Most important is that we cultivate a new attitude. I have already 
alluded to life-long learning, and Jack Bryant has called attention to 
the fact that we now think of education as a process, not as a one-time 
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university is the Federal University of Vicosa, about 250 miles northwest 
of Rio de Janeiro. 

Today, thirty-three years later, there are over 7000 undergraduates, 
and 1200 masters and Ph.D. students. There are twenty-one different 
programs, all leading to the M.S. and Ph.D. degrees. There are over nine 
hundred active research projects. This year- there were three hundred 
scientific papers published in peerrreviewed journals. 

They have colonized beyond their own area with an extension of the 
American land-grant model. The plant is modern and well equipped. There 
is a large staff, well trained in all aspects of the university enter- 
prise: teaching, research, and delivery, it has become a world-class 
effort and has impacted Brazilian agriculture as few Brazilian 
institutions of higher education have done. 

Now the specific accomplishments are many, but let me say that beyond 
having done something for agriculture, this university has developed 
Brazil's first schools of home economics and forestry. There is an 
ongoing, permanent exchange program with Purdue which involves not just 
people, but also our library, consultation services and support 
facilities. 

There are currently fifty-five individuals from Vicosa at Purdue 
pursuing Ph.D. degrees, and there are currently one hundred fifty-five 
Purdue faculty working at Vicosa, forty of them on a full-time basis. 
They rotate at three-year intervals. There is a similar number rotating 
through short assignments of one to three months. 

We have worked out a program of reciprocal scholarships which involves 
over a hundred individuals right now. We are committed to one another on 
a permanent basis. I think that is a rather startling commitment for an 
American university to make. 

My only regret is that we have not moved to that degree of 
sophisticated partnership in all of the programs that we have. We have a 
much more modest program in Upper Volta, Africa. We have small programs 
in Luxembourg, Madrid* Hamburg, Germany, and so on. We. have over 3000 
foreign students on the Purdue-West Lafayette campus. Most of them are 
graduate students. 

Let me conclude by reminding you of what Emmanuel Kant asked, and 
give you my answers. What can I know? The unknown, what should I do? 
Do for others. And what can I hope? I hope for opportunities to do the 
other two. 
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Discussion 



some flftlo! D e«er part of the meeting, and I would suggest that in the 

St ^ 8 m ° derat0r ' 1 wil1 8tart with one, hoping that others will follow 
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As far as health is concerned, if you are not healthy, you cannot work 
at all. I 'think if we work out systems, as we have on a small scale for 
5-1/2 million people in Indiana, where no one is any farther away from a 
doctor than about 20 minutes at this point in time, our statewide medical 
education system did work. We doubled the number of physicians; we 
created physicians 9 assistants. Right now we have got too many nurses, 
would you believe. We still do not have enough doctors, but we have too 
many nurses and too many technologists. We have overdone it, as the rest 
of the country has. 

But it does work. If you work together, you can make a response to 
an economic problem, which we had at that time, which was not enough 
health care people. I think that in the final analysis the most important 
part is to keep people healthy, to do the health promotion that Dr. Brandt 
spoke about, especially the preventive aspects. Again, that is education. 
That is public education; that is continuing education. 

If people do not know about immunization, then you will have recurrent 
epidemics like we had of polio in San Antonio some. four or five years ago. 
So I think education is really, in the final analysis, an economic event 
of major proportions. 

DR. BOSCH: Do you have any experience in the state with the utilization 
of extension agents, specifically in relation to primary health c^re? 

DR. BEERING: We have not used the extension agents for that in tetf^v >f 
personal care. We have done it with the vet school and the disease 
animals. They have been involved in that. In terms of personal heal&sft 
care, we use the system that the agriculture people have built up and the 
communication devices, with physicians and nurses and allied health 
workers using the same locations to reach the public. 

DR. HENDERSON: I wonder if you would comment on the economic incentives 
that are involved. As you point out, the Hatch Act came along, then the 
Smith-Lever Act, which took the university, first, from an educational 
mode and moved it toward the research mode'. The final Act, which is that 
of agricultural extension agents and so forth, the translational part, is 
a new piece which many universities really do not participate in. The 
financial incentives are not there. 

Here the financial incentives were given to the university and it made 
a difference. I wonder if one looked at the question of involvement in 
some of the health activities, if we are not asking the question of what 
is the process and what are the financial incentives of the university 
administration, the faculty, what-have-you, to become involved. In the 
.health sector, it has not been given and the agricultural sector has been 
given it generously. 

DR. BEERING: I agree with you that nationally it has not been given in 
the health sector. We were able to work it out in Indiana. A similar 
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work fn ^ y question is ' having looked at international health 

work in the past somewhat from the sidelines— although we are fortunate to 
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'DR. BEERING : Let me tell you why I disagreed with Ed. I need to 

hi' wi! r il e l V u 1 thlnk the Philosophic, the policy commitment, has to 
be institutional, because that is where the legal and financial 
responsibility is. The functional, day-to-day working relationship, has 
to be a part of the university. 

If you have a veterinary program, clearly- the department of languages 

ror n ?Ji?? v n L« s be IV Y h6lPf ^ there * 1 haVe been in ««demic medicine 
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We have to be careful that the institution is fostering a philosophy 
of commitment, although it realizes that not every actor within the 

MBiSf^r; Parti ?i pate in that particular drama. The institution 
assigns roles to specific groups within that institution. We are really 
not in disagreement; I just wanted to amplify it. . 
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DR. ROSENBLITH : I was fascinated by Dr. Beering's description of how 
diverse land-grant colleges can be. I would have difficulty recognizing 
some of those that I know in this vital situation that exists at Purdue 
and Indiana. I do, however, want to say that even with all this 
incredible revitalization that is being brought about, one should not 
forget that this is not a system that is going to be good forever. 

It has not served this nation well with respect to agricultural 
research at the frontier. That is a problem that many in this city, 
especially, have been fighting about, in other words, even in the area 
of industry it has not done the kind of things which today we feel we 
need in terms of competition with other countries. 

I would like to reaffirm what I was trying to say at the beginning, 
the fact that in terms of Health for All, we have not yet made the initial 
conceptualization that would essentially relate to the way in which 
today's contributions to knowledge, going from the most basic biology to 
the most applied management, can involve institutions of higher education. 
Then we should not think that once this conceptualization will have been 
achieved, it will stay there forever. 

There is a task of not just maintenance, but of reconceptualizing all 
the time. I, for instance, feel that if we leave it to the computer 
scientists, who have been mentioned by our friend here, we may end up 
with programs that will not be very friendly to interdisciplinary 
discourse. That may turn out to be one of the most serious problems. 

My concern here, really, is that I think the conceptualization, at 
least from what I can figure out, has not yet been made. More than that, 
I think there is a problem of career responsibility that faculties have to 
commit tc if they can be expected to continue to work in these fields. 
Otherwise, we will only have very sporadic support. 

For that reason, one of the areas in which, just like the open 
university in England has shown, the turf is not as much occupied is the 
area of continuing education. It offers a unique opportunity in terms of 
education for health for adults all over the globe and, also, for 
faculties in different countries and at different levels. 

- I am in admiration for what you have achieved, but I do feel that we 
ought not to underestimate the need for intellectual formulation .that 
will really do justice to what it takes today to have a meaningful and 
effective health system. 

DR. BEERING: Let me add that I very much appreciate those sentiments. I 
would hope that we would not fall into the trap of having a single model 
to try to answer this very complicated set of issues. One of the great 
strengths of this country over the years has been that we have fostered 
diversity. 
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DR. ROBBINS: I do want to take just two minutes to call on Dr. Hamburg 
and Dr. Akinkugbe for a couple of brief comments before we start the 
workshop. A number of people have commented to me that they still would 
like a little better understanding of what ve really mean by Health for 
All by the Year 2000 (HFA/2000) . 

Since we have such distinguished participants from HFA/2000, I have 
asked the two, Dr. Akinkugbe and Dr. Hamburg, if they would make some 
comments to help us cut. 

ELABORATION OF HEALTH FOR ALL BV THE YEAR 2000 
0. 0. Akinkugbe 



DR. AKI V "UGBE: I think the story of HFA must begin with an overview of 
what the World Health Organization (WHO) has, since its inception, been 
trying to achieve. I always look at HFA as an exercise in leadership in 
terms of identifying the present problems in health at a global level. 

Until relatively recently, the WHO had been overly concerned with 
the problem of prevention and public health. Its main emphasis had been 
that of prevention of infectious diseases and devising ways to tackle 
some of the major health problems. About ten years ago, it became quite 
obvious that the pattern of health all over the world was changing, that 
there needed to be a not* impetus to alert the world's populations to the 
need to harness all their resources for health in a meaningful way, with 
the affluent and advantaged trying as much as possible to help the less 
privileged. 

This was the sense of mission that gripped Dr. Mahler and his team 
in Geneva — to try and generate a kind of program which member states 
could count on to use to boost their own health programs in their various 
settings. Hence it was that this definition of health as being a state 
of complete physical and mental well-being came about. I think that the 
various member nations were very grateful for this kind of opportunity to 
put into perspective their whole notion of what they mean by health in 
their countries and how much they could be doing for their own people. 

Of course, these things take a bit of time to crystallize in a world 
body, such as the WHO, with a vast and varied array of missions and 
different perspectives of what health is* There is always the problem of 
how health care should relate to other forms of social services. The 
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remarkable thing has been that in all this group of nations there has 
been this common thread of agreement that the HFA movement should be 
something that each nation should hang on to as a primary objective. The 
year 2000 was a convenient mile post to use, not so much as a kind of 
philosopher's stone, but a kind of Utopia that member states, however 
rich or poor, can hang on to and use as a kind of target date. 

It soon became obvious that for this concept to be airborne, it was 
not enough just to indulge in mere rhetoric in Geneva. We must move on 
to the nitty-gritty of defining precisely how to set about promoting 
HFA. This then brought WHO to Alma-Ata. Many of us know what happened 
there that brought the WHO member states to agree to use primary health 
care as the main modus operandi, the main engine of implementation of 
HFA. Once that was done, it was obvious that each nation had to define, 
within its own confines and resources, how to prosecute HFA, through 
primary health care. 

In the last couple of years, most nations have been trying hard to 
see how far they can implement the HFA program in their own national 
health schemes. It has not been too easy for certain countries. In 
other countries, they moved far ahead. A country, for example, like 
Thailand understands the philosophy very well and has made very rapid 
strides in getting this whols concept integrated into its health 
programs. But there are countries in the less developed world in which 
this whole concept is still very much on the drawing board. 

This is a very general kind of approach to what WHO means by KFA. 
It is, I think, well to admit that as of January 1, 2000 A.D., that Utopia 
will not be within the grasp of every nation «> It would be idle to pretend 
that, as of that date, all diseases would be a thing of the past. 

As of that date, however, most nations will look b^ck and say that 
in the past twenty years they have gone this far. They will have recorded 
some concrete achievements, however modest* This then points the way to 
further progress, for HFA must not be seen ari an end in itself, but as a 
means to an end. 

I would like Dr. Hamburg to supplement this general idea with 
specifics. 



David Hamburg 

DR. HAMBURG: I agree with Dr. Akinkugbe. It seems to me the first thing 
we have to keep in mind is that the WHO is, as far as I can see, the 
principal symbol of health throughout the world. It has access to every 
country in the world. Dr. Mahler, since he came to the post* and 
Dr. Lambo working with him, have been asking themselves how that unique 
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IZllLllt Tl qUe S r bolism ' in terms of health in the world, can be 
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The concept is the same-focus on health. We look for a decent 
minimum for everybody. We try to mobilize relatively strong institutions 



- 50 - 



58 



to pay attention to health on a population-based medical model, that is, 
to think about the whole population of an area or country. 

In that framework, you try to assess the needs — what is the specific 
burden of illness in that country, the nature and scope of the particular 
diseases they are burdened with, and then, develop the capacities to 
respond to those particular needs, the capacities in research, education, 
and application to address our own problems. - 

Of course, to do that, a good deal of international cooperation vouad 
be helpful. Could WHO facilitate the international cooperation to develop 
that capability in research, education, and application in each country or 
each region? 

Now that kind of orientation, of assessing the needs and developing 
the capability to address the needs, was reflected in this emphasis on 
primary health care, this decent minimum for everyone. Primary .health 
care has come to have a strong component of disease prevention and health 
promotion. Hence, last year's technical discussions on education for 
healthf since that is one of the main thrusts of the disease-prevention/ 
health-promotion approach. 

In practice, the focus on primary health care necessarily has, given 
the terribly short resources, come to focus on disease prevention and 
health promotion a good deal. It has tended, necessarily, to think about 
training people who could be adequate to meet local needs to a certai.. 
extent, without having the full training of the M.D. , or Ph.D., or any 
elaborate training. The search for modest or intermediate level training 
of health workers and the questions of how they can be effective has 
become, of necessity, a sor;t of major component of the primary health 
care emphasis. 

In the long run, the time scale is clearly decades, not years. It 
is not a sporadic thing, it is not saying the year 20*30 is a bit of 
magic. Maybe a specific challenge is helpful to have something tangible 
to show in two decades, but the continuing stimulus for focus bn health 
is not political. It is moral. It is to some extent scientific, as in 
the tropical disease research program. The real gist of it is sustained 
Attention to health throughout the world. So, it is an orientation, a 
very constructive orientation, much more than it is a specific program. 
Gradually, specific programs come to develop within this orientation. 

DR* RQBBINS: From the point of view of our meeting here, our concern is, 
what can the institutions of higher learning contribute to HFA? This is 
a long, sustained effort. We have obviously laid out some examples of 
where institutions of higher learning have, in fact, contributed and 
other ways in which this can be broadiy applied. Are there *?ays that we 
are not using now and what are the implications for other societies? 
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I do not think we want to get hung up on Health for All by the Year 
2000. It is a good time framework in which to operate, but it is not 
something that we need to worry about too much as we proceed with our 
deliberations* 

I want to thank our two clarifiers. Now I will turn the meeting over 
to Dr. Rosenthal, who will moderate the next section of our meeting. 



RURAL IfEALTH PROGRAMS ALONG THE U.S. -MEXICAN BORDER 

Moderators - Gerald Rosenthal, Institute of Medicine and 
David Banta, Pan-American Health Organization 

DR. ROSENTHAL : If I might take the moderator's privilege, I think it is 
particularly useful that we begin with a discussion of rural health programs 
on the U.S. -Mexican border. 

There are lots of reasons for this. The last problems to be dealt with 
in developed countries, for example, coverage and access to care, are the first 
problems that need to be dealt with in developing countries. Highly mobile 
populations, lack of continuity of care, rural health problems, and rapid in- 
migration to the cities are characteristics of both sides of the U.S. -Mexican 
border. 

Although it is probably one of the few borders in the world shared by 
countries with .such radically different economic statuses, the differences are 
much smaller on the border than 100 miles away from the border. The border 
represents relatively high economic levels for Mexican municipios and states, 
and low levels for the U.S. counties. 

Culturally, there is an intermix of some consequence. We have talked a 
lot about culturally appropriate technologies, one of those phrases better left 
undefined in its general construct. We can talk about what plays in Sheboygan 
and what does not play in Sheboygan when we talk about specific strategies. 

I, myself, have found that area of the world particularly important as a 
place to learn, because it does not allow you to ignore the differences and the 
need for cultural integration — I do not mean that to be a patronizing term. We 
all are limited by our cultural perception in one way or another. I think it 
is an important place to start, also because it is a long way from Washington 
and a long way from Mexico City* 

DR. ROSENTHAL: The differences in the systems that are represented are much 
less consequential than the ability to work out local arrangements. There is 
a kind of pragmatism when you are out there by yourself, which leads into a 
certain form of innovation not adequately recorded in our own thinking. 
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I am delighted that we have some presenters today that can speak to 
that. I know the experiences about which they are speaking are also 
particularly relevant. Let me now turn *nd introduce Dr. Yvonne Russell, 
the first of our two presenters thi.r - v ^g. 

She is a person of various competencies and experiences, all of which 
are germane to this, she is a pediatrician, was a deputy state health 
officer with responsibilities for migrant care, nursing home care, 
maternal care, and child care issues. 

She has been a professor of pediatrics, Director of the Santa Clara 
Valley Medical Center in San Jose, and is currently the Assistant Vice 
President and Associate Dean for Community Affairs at The University of 
Texas Medical Branch in Galveston. 



The University of Texas Rural Health Program 
Presentation by Yvonne Russell 

DR. RUSSELL: I would like to comment on certain things that were said 
yesterday and how they were developed in the binational project. As 
Dr. Laguna said yesterday, there is a need to teach people how to care for 
themselves and how to get them to health services. We place an emphasis 
on food, nutrition, safety of water, and sanitation, as well as maternal 
and child health. 

We expect that training community health workers in a community 
health-education program is an impo: rant part of this project, which can 
be at either at a two-year college lovel or a lesser level. 

Training in health career awareness is necessary in the junior high 
schools and high schools, on both sides of the border, though maybe at a 
lower school level in schools on the U.S. side. 

Professional education, referring to nursing education, allied 
health education and continuing education for all professionals, is not 
accomplished in the usual way, necessarily. We use cassettes and self- 
instructional materials as very important adjuncts. We have been 
developing, over a ten-year period* a materials resource center. You have 
read about the continuation of this center in the proposal and I will not 
say anymore. 

Student retention along the border is a very serious problem. A 
fifty percent or greater dropout rate occurs in nursing, for example. 
This is not unique to Texas. This is true all the way from California to 
Texas. No one knows the reason for it, much less what to do about it. 
This is a severe concern for all of us. 
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about what the Border Health Association and the federal U.S. border 
health initiative have been doing, in particular the Laredo project, 
which is extraordinary. 

We have 2,000 miles of border with Mexico. Four U.S. states adjoin 
Mexico. Twelve hundred of those miles of border are with Texas. There 
are twenty-four counties on the U.S. sid<* in this area and twenty-four 
municipios on the Mexican side. Demographically , ninety-five percent of 
the population in the U.S.* lives in twelve of the. counties and 88 percent 
of the population in* Mexico lives in twelve of the municipios. The 
population is approximately 3.82 million on the U.S. side; there are 
approximately 2.03 million persons in the twelve Mexican municipios, and 
that does not include Juarez. You will be struck by the fact that 30 
percent of the population is 18 years and under and that 23 percent are 
women; so we are talking about 53 percent of the population being women or 
children. This area had a 40 percent increase in population in the ten- 
year period from 1970 to 1980, whereas the U.S. as a whole had only an 11 
percent growth. 

In the Texas area, there is no question that poverty is common among 
the Hispanic populations. 

Although it is rather staggering, I want to mention to you that the 
University of Texas population projection is that 100 million people will 
have crossed this border on their way north, by the year 2030; this is e 
political boundary which people cross every day. We really do net 
distinguish well, necessarily, between those that come across and return 
daily and those who cross in other modes. 

You have read about the public health problems: the communicable 
diseases; that TB and syphilis are two to three times greater than in the 
rest of the state along the border; that communicable diseases like 
hepatitis, which Dr. Rosenthal has already mentioned, amebiasis, typhoid 
fever, and typhus are two to twenty-seven times more prevalent than in 
the rest of Texas. Alcohol and drug abuse are 81 percent higher in the 
poorest county on the border, than the average for the state. Motor 
vehicle accidents in Texas are pretty staggering; they are 170 percent 
the national average. When you know that, along the border, they are two 
times greater than the rest of the state, you know what a severe problem 
they are. With respect to nutrition, we are talking about socioeconomic 
deprivation. I have already alluded to the geriatric problems. 

The Academy of Pediatrics study was released to the Executive Board 
of the Academy on January 11, but has not been widely distributed. This 
study encompassed the entire length of the border. It is divided into six 
areas, three of them in the Texas-Mexico area. They are: 1) the lower 
Rio Grande, 2) the mid-Rio Grande, and 3) the El Paso area. The other 
three areas are Tucson, the Imperial Valley, and San Diego. 
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This study was done in conjunction with the Robert Wood Johnson 
Foundation and has specific reports on maternal and child mortality; 
health utilization and resources; migration for acute hospital admission 
because there are only three public, general hospitals along the border; 
and prospects for cooperative efforts. 

As Dr, Rosenthal mentioned, David Warner at the LBJ School of Public 
Affairs in Austin and Bernard Portnoy at U.S.C. in California did these 
studies and are the co-authors of these reports. 

There is considerable detail about programs of health care in Mexico 
which, to my knowledge, was not readily available before. The important 
factor that I recall is that when the resources of all agencies in Mexico 
are combined, they have the capacity to meet less than 55 percent of the 
health needs along the border • 

I want to mention Project Hope to you. Before groups from the 
University of Texas worked extensively along the border, Project Hope 
worked at Laredo Junior College from 1969 to 1972, training community 
aides and health assistants. This was a career-ladder program in which a 
person could start from high school and become a community aide, go on to 
be a health assistant, after another full-year program become a qualified 
LPN, then. go back to school for another year and become an R.N. There was 
also a program of medical technology, in contrast to other post- secondary 
programs in which one cannot drop out readily and go back, this program, 
with the ability to proceed along the career ladder, was quite successful. 

Similarly, Project Hope was working from 1972 to 1975 in El Paso. At 
that time there were four allied health programs, including respiratory 
therapy. 

I mention Project Hope because it was the forerunner of the AHEC 
program in Texan. The AHEC program is really the background upon which 
the current border project is predicated. The Centers were in existence 
from 1972 to 1978 and, again, for one year, 1982 to 1983. During the 
first six years, the population in the area increased 9 percent, while 
the health personnel increased 35 percent, of the 2500 people trained in 
that five-year period in nursing and allied health, 83 percent remained 
in the Valley. That is our reason for thinking that, with the network of 
universities along the border, it is possible to train people who will 
stay in the area to provide services. 

As we are an institution of higher education, we are very much 
concerned with manpower training. The people we are training are offering 
services in primary care sites. So, we are talking about a dual effect of 
the education. 

It is very difficult to obtain statistics about how many people need 
to be trained and what the needs are in the Valley or along the border, 
in Texas in particular. In the AHEC program, the line was drawn from 
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Corpus Christi to Laredo; often, the line is drawn to include only six or 
seven counties along the border. In the geographical areas of the AHEC 
program, 

Hispanics were 88 percent in Laredo and 78 percent in the lower Rio Grande 
Valley; that was through 1977. The 1980 statistics show that, in Laredo, 
the population is 92 percent Hispanic. So there are more Mexican 
Americans in the area all the time. 

You will notice in the AHEC program that health-career education in 
high schools was a component which we thought was effective. We are 
continuing this program in th6 border project. Continuing education has 
always been an emphasis. This emphasise;; cooperation among the hospitals 
as well as the educational consortia to which I have referred. 

The Laredo Project is a joint project between the University, the 
Kellogg Foundation, and the local health department. Its purpose is to 
train interventionists. That word is used deliberately because, in the 
border area, health education is not a term that is accepted well; so 
health educators are called interventionists. They are, in essence, 
health educators. 

This is an extraordinary project, because the health educators are 
all volunteers. They are people who are drawn from the community. They 
are trained in materials which are made available to them in Spanish, 
naturally. These materials Ate about the areas we have talked about — 
about maternal and child health, nutrition, how to take care of your own 
body, how to get health services — the kinds of things that Dr. Laguna 
referred to yesterday. The interventionists go out into the community to 
schools, to PTAs, to school children, to church groups; any place that 
people meet, the interventionists go. 

It is extremely successful and is very strongly supported by the 
community. In thinking about this concept for the entire border, it was 
our thought that this is marvelous, and we are pleased that it works for 
Laredo, but to think that we are going to have volunteers the entire 
length of the border in Texas is not very realistic. Therefore, in the 
proposal for the border project you have read, the community health 
workers, who are the same as interventionists, would be paid workers. 
They would be similarly drawn from people in the community, so that we 
will have people that are trained to talk to their neighbors about the 
kinds of things that we know that they need to hear. 

One of the things that the AHEC was involved with was student 
projects. This is a list of student projects from the School of Public 
Health in Houston between 1971 and 1982. Some of these were Ph.D. 
candidates and others were masters 1 students who conducted these studies 
along the border, so that the border is becoming more and more studied. 

Our concern has been that there are many different actors along the 
border and that the people who are working along the border need to get 
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together to talk to each other instead of working in isolation. I think 
that one of the things Dr. Zavaleta and I would both agree to is that 
there are only a few of us who do talk and work together most all the 
time. More of us who are working along the border need to meet on a 
continuing basis so that we all know what each other is doing and so that 
. studies like this will do more than line someone's desk drawer. 

There is an enormously interesting study in population genetics in 
Laredo which, is, again, very separate "from anything else that has been 
going on* Kenneth Weiss, also at the University of Texas School of Public 
Health in Houston, has been studying the population of Laredo from 1870 to 
19 ??Vi HC haS found that the records in the churches are the most 
reliable; in fact, they are very precise. He found the records of the 
deaths of the founder of Laredo and his family. He has been able to 
connect 100,000 different people over these years into one huge family 
structure. 

His interest in doing this study had to do with cancer and the fact 
that there might be a higher incidence of cancer of the gall bladder and 
cancer of the cervix than in other areas. He found that the incidence of 
cancer is not greater fciiah ft/hat: would normally be expected. 

My point in telling you about this genetic study is that it is an 
example of what is available td be studied if we would all pull together. 
Our consortium of institution* of higher education would be open to any 
one who is worfcisicj along the btreder and could be involved in the network. 

I think v it is fair g^y- *hat there are great changes that are 
ocpurring along the bordetWrrr zt is true on both sides of the border. 
You know that the popul&tiCr* > 'm$ increased 40 percent on the U.S. side in 
the ten years between censuses. It is increasing similarly on the Mexican 
side. There are enormous unmet health needs. The direct health care 
programs are few, and I have not said much about those. There are very 
few public general hospitals. There are three in Texas, and I will not 
comment about the other states. 

We have shared our project with the other three states and have askSd 
if they are interested in doing something similar and, as I think Andy 
Nichols will comment, needs vary so much from state to state that although 
we feel the best way for us to meet health needs is by education, else- 
where it may be by direct health care, principally. 

Our educational programs in community health work, allied health, 
and nursing, the health careers, the geriatric center, and continuing 
education are important, wherever the money comes from. I might mention 
that it is always a shock to see a budget that comes out of your own 
institution, such as the one included in your handout. Such budgets are 
for presentation to possible funding agencies and do not always bear a 
relationship to reality until such time as there is funding. 
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I have commented on the need for education, which is great, and I 
want especially to speak to the need for involvement of local people. 
Insofar as possible, we all talk to local people in building programs. 
There is never enough talking to local people. They will always feel that 
things are being pressed upon them, so that anything that you read about 
this border project is entirely subject to what local people think about 
it and what they want tc do. That is going to be the true development at 
the local level. 

DR. ROSENTHAL: We turn now to Greg Miles for some initial comments. Greg 
is a manpower-development specialist, which is one of those great generic 
titles, and part of the Medex group at the University of Hawaii. 

Comment by Gregory Miles, University of Hawaii 



MR. MILES: I am really pleased to have the opportunity to comment on the 
University of Texas at Galveston border project, as I feel it encompasses 
certain elements which to me indicate the likelihood of success. I would 
like to point out briefly, several of these elements and comment on them 
in terms of their generalizability in light of the Medex group's 
experience in primary health care services development. Then I would 
like to make some brief comments on the implications which these elements 
might have for institutions of higher education. 

First of all, an element in the border project that I feel is a 
fundamental indication for success is the fact that a climate of 
receptivity or & Receptive framework, if you will, has been established 
along the berftSfr ^ea. The University of Texas Medical Branch has seven 
years experiem.^ srf-feh the AHEC program, which has resulted in 
affiliations, tiej, fcnd commitment on both sides of the border. That 
will certainly facilitate the binational planning for such a comprehensive 
project as well as encourage the broad base of support needed to mobilize 
resources and coordinate project activities. 

Our experience at the Medex group indicates that this is perhaps the 
,?sost important step to achieve early in the process of developing or 
l^lping develop primary health care services. Without such a framework, 
the management systems development needed to support such services will 
ft$t take place. 

The process of establishing such a framework is essentially dialogic 
in nature and it takes time. It is one that focuses on discussion of 
long term, development-oriented goals such as institution building, as 
opposed to specific outputs with limited results that often produce 
systems that are not sustainable. 

The second important element in the border project which adds to the 
potential for success, I feel, is the planned coordination and cooperation 
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DerinLr^if! fVi^ m ° St effective employment or for Unking 
peripherally oriented health workers with other health professionals. 

We have learned that this isolation of primary health care from other 

For^mox:^ 65 ^ effectiveness ° f a " P«t» of "the delivery syTteT 
For example, many of us here have seen the unfortunate results of the 
isolation of community health workers from. other personnel and services 

induL IZtlr SyStem ; ? tartin 9 with fc heir training and continuing to 
Xnclude their supervision and support. 

The system itself must provide an infrastructure that supports 
™1 U ! ! rein£orces training.- Dr. Russell's description of 
the proposed border project also includes a discussion of actual trainina 
approaches for health career students. cussxon or actual training 

a»<n ^ am ? le ' At is P"P°sed that students have the opportunity to 
£5 11** ! experience in a community setting in the border area and 
that students also learn about cultural factors which influence the heflth 
of border residents and the health services provided to them. These kinds 
of training methods, i believe, will prove to be efficient and effective 
ways or making the training of health personnel relevant to the wor Tilly 
will eventually do in the border region. Y 
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If the proposed strengthening of curricula and institutions to 
prepare health workers, which I believe is part of the border project, is 
based on a careful self-assessment of the health needs of this area, then 
the training itself cannot help bvt be relevant. 

The use of effective and efficient training methods, then, is another 
important element that we in the Medex group have cc*me to view as critical 
to the development and/or strengthening of primary Laalth-care services.^ 
We have found that competency-based training is the xoost efficient 
approach to training" in primary health care. 

The process used by Medex in its prototype training system involves 
five steps: first, an assessment of community health needs; second, an 
analysis of the job tasks and constituent competencies needed by health 
workers to meet those needs; third, the development of learning objectives 
based on the job analysis; fourth, the development of the instructional 
program based on the objectives; and, fifth, performance evaluation 
linked to supervision and continuing education. We see the process as 
being cyclical and, when carried through carefully, an appropriate means 
of maintaining relevance in the training and support of health personnel. 

A fourth element in the proposed border project is making continuing 
education an important part of the overall strategy. In fact, the project 
proposes the development of a new kind of continuing education more suited 
to the circumstances of the border areas, the kind of continuing education 
that would allow individual health practitioners to pursue their 
continuing education needs without requiring large numbers of them to be 
absent from work at my one time, as is necessary in a conference program 
kind of continuing education. 

The proposed use of tapes and other educational materials will be 
useful in achieving this more individualized approach to continuing 
education. Our involvement with the training and support of both mid- 
level and community-level health workers has revealed that there are a 
wide variety of means of providing continuing education to the trained 
worker. We have had experience in using radios on the job, continuing 
education from. supervisors, newsletters, workbooks, district-level 
seminars, national conferences e and a variety of useful health-oriented 
publications that can be sent to the health worker , 

We see continuing education as being part b£ -*9 supervisory support 
structure and that the role of th* supervisor is to evaluate the workers 1 
on-the-job performance, both to determine if health needs are being met? 
ad well as to define the continuing education needs of the worker. The 
results of this on-the-job performance evaluation, then, may be fed back 
into the process of making initial training relevant through revisions in 
the curriculum* 
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In summary, these are some of the elements in the proposed border 
project that I feel may be generalizable or transferable, based on the 
experiences of our group: 1) the idea of a receptive framework; 2) the 
idea of coordinated and cooperative health-sector development that gives 
an overall manpower development plan; 3) the use of effective and 
efficient training methods; and 4) the inclusion of continuing education 
as an important part of the overall strategy. 

I have not commented, as yet, on what implications these and other 
elements in the border project have for other institutions of higher 
education involved in community health care. I think that if, indeed, 
Mr. Guy Berjay and his colleagues, as well as Dr. Beering, are correct 
and institutions of higher education are looking for new ways of 
interacting with communities, then I think it is more a matter of 
institutional mission. 

For example, in the case of the University of Texas Medical Brand; 
at Galveston, they have defined their mission as being educational, that 
is, they believe they can have a more profound impact through the 
educational process than, say, through direct services or research. 
Other institutions might approach the border area health situation 
differently. 

On the other hand, if institutions of higher education are not 
looking for new ways of interacting with communities, then perhaps it is 
a matter of the communities themselves, their abilities to articulate 
their needs and to define how such institutions might help meet those 
needs that will get the institutions involved. For, in the final 
analysis, it is not a question of the need for institutional involvement, 
but, rather, the timely recognition of a role to play. 

Discussion 



DR. ROSENTHAL: I would like to suggest, perhaps, Dr. Laguna, that you 
might want to comment, after the next presentation, in terms of the 
relevance of tvo program* and Tony, you also, because there you have 
direct experietfse in these projects as they stand. 

I do want to raise one quick question. The border, even in Texas, 
is a lot of different kinds of places and a lot of different kinds of 
cultures. Because I think it t* directly germane, are thers some 
indications that what plays in Lft.?*do foes not play in Brownsville, and 
what plays there does not play in Eagle ?ass, for example? la there sorae 
sense that there are basic characteristics in terms of the size of the 
communities and their isolation that suggest different strategies? 

DR. RUSSELL: Yes, that is true and that is why we are working with 
different institutions in different locations. I made the comment about 
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the need to be sure that local people are involved, so that these 
differences are recognized and taken into consideration. 



DR. BOSCH: In relation to the involvement of local people, are there any 
community organizations in the area who themselves are concentrating on 
the health issues and have the funds to run programs? 

DR. RUSSELL: The answer is yes, to a limited degree. For example, in 
Brownsville and in the Rio Grande Valley there is a group called Valley 
Interface, which has an extreme interest in health care, but does not 
happen to have the funds. Whereas Dr. Zavaleta is involved with Su 
Clinica, which is a neighborhood health center composed of many people who 
have the interest and also have funds. It varies from place to place, but 
there is less in terms of having the interest and the funds de novo than 
one would hope for. 

DR. HASSOUNA: First of all, I would like to say how much I agree with 
you, Dr. Rosenthal, about the fact that this presentation on the border 
case is so timely for consideration. I think as a model of bicultural and 
binational cooperation it has been elucidated very well by the U.S. side 
as something that we should consider. 

I would just like to bring our attention back to the fact that both 
health and education are powerful instruments of national, political, 
social, and cultural policy. We must remember this in our efforts in our 
remaining time as we look at the roles of U.S. institutions of higher 
learning in promoting community health care. It is critical for us to try 
to understand what those national policies are if we are to help 
effectively. We need to see, and see very clearly, how power is 
distributed in different societies where we would wish to be involved in 
helping the universities and the governmental and non-governmental groups 
involved in health planning and in health care delivery. 

It is my experience that institutions of higher education in many 
financially poor countries are in very, very difficult positions these 
days. They face the continued task of implementing a national policy 
commitment to provide universal free access to education. Often this 
commitment is from elementary through Ph.D. }#vel, and though it is a 
ftice idea and, of course, contributes toward social equity, it is also 
very costly. 

Similarly, the health-care institutions are faced with H&fc 
implementation of the etwstt *ype of social policy decision, >;h&^ tree or 
near-free access to health £&re be provided to all. The kinds *>i issues 
that one faces in many developing countries that are financially poor are 
very, very serious and difficult challenges. Trying to bridge the gap 
between the institutions wishing to provide manpower and technical 
expertise becomes a very costly and critical effort. 
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I am afraid I did not understand where the funding—the principal 
sources of funding—for the effects in the binational program came from. 

DR. RUSSELL: The funding from AHEC came out of the Department of Health 
and Human Services. I am not sure where funding came frotf for the project 
-which was sponsored by Project Hope. Currently, both Project Hope and the 
University of Texas are talking to HHS about funding. It is rmr 
expectation that all four states along the border will offer legislation 
for funding of border projects. All the legislators have responds* 
favorably to that. That goes along with what you said about national 
policy and the expenditure of funds for the priorities that countries 
believe are important. 

DR. ROSENTHAL: I will turn the Chair over to Dr. Dave Banta, who is the 
Deputy Director of the Pan American Health Organization. 

DR. BANTA: As you know the schedule, we are now going to hear from 

Dr. Andy Nichols. For several years, as a member of the Physicians Forum 
and a member of the Board of Directors of the Physicians Forum, I had the 
impression that all progressive physicians in the United States lived in 
New York City. We looked down the list of the Board of Directors — New 
York, New York, New York — but as you came to the bottom you would find 
Andy Nichols, Tucson, Arizona. 

For years I used to wonder who this physician was who was out doing 
good things in Arizona and wondering what he was doing. Finally, I am 
going to hear in some systematic way what Andy has been doing in Arizona 
since 1970. 

Andy is a physician with boards in both preventive medicine and 
family medicine and an M.P.H. from Harvard. He spent two years with the 
Peace Corps in Peru and, I guess I mentioned, has been in Arizona in the 
Department of Community and Family Medicine since 1970. He has, despite 
all of this, lived on the East Coast and actually had a short foray in 
Washington as a Robert Wood Johnson Foundation Health Policy Felloe at the 
Institute of Medicine. Andy? 



University of Arizona Rural Health Program 
Presentation j Andrew Nichols 



DR. NICHOLS: The outline is in three parts. First, a brief introduction, 
and then an attempt in the body of the talk to answer the six questions 
asked of each of the presenters and finally, time permitting, a few re- 
flections on the paper that was presented to us as a background document 
and, also, the discussion last evening. 
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In terms of the introduction, I was struck "by the background paper f s 
comment that these were times of unprecedented challenges and change for 
- both unW? titles and the health sector. Clearly, it has been a time of 
unprera$$ft^3A challenge and change .in Arizona. Just to give you an 
examk>A> fcnat, I decided to compare the years 1972 and 1984, a twelve- 
year spaa that covers my tenure at the University of Arizona. 

I took four areas: primary care, which encompasses the Department of 
Family and Community Medicine, where I work, and the following three areas 
for which I have responsibility: prepaid health care, rural health care 
and, international health* 

Primary Care - In 1972, we were adding family medicine to community 
medicine, one of the smallest departments of the College of Medicine. 
There was a question about whether there would be any support for this 
effort in state government or within the medical school, although it was 
clear that people in the state wanted it. In 1984, the Department of 
Family and Community Medicine is one of the largest departments in the 
College of Medicine. It has significant state and grant support, a full 
role in University Hospital (with admitting privileges, etc.) and 
satellite clinics throughout the community. 

Prepaid Health Care - In 1972, £ was responsible, with the Depart- 
ment, for beginning something called Group Health of Arizona, now Pima 
Care. It began with extreme opposition from the medical community as the 
first prepaid plan in Southern Arizona. I still bear the scars from that 
encounter. We started Group Health in the University * but soon had to get 
it out of the University because it was such a hot topic that no one could 
touch it for long and survive. Those of you frow Tetfas will appreciate 
that. 

In 1984, we are operating, and I am responsible for, a program called 
University Family Care. It is a prepaid health program in the University, 
We currently have just short of 5000 enrollees, both poor and non-poor. 
We are competing vigorously with the private sector, and openly so. We 
have an administrative staff of over twenty people, an administrative 
budget for that program of over $500,000, and a cash flow of over $4 
million a year. That is 1984. 

Rural health - In 1972, we were exploring work with the newly formed 
National Health Service Corps. We wrote the first application in Arizona 
for the Corps with the assistance of two medical students and supported 
one rural clinic with no staff and justified our work on the basis that 
any clinic where we worked would provide background for future teaching 
of medical students* 

In 1984, we are operating a full-service rural health office, with a 
staff of over twenty people. We have our own building, a satellite office 
in Phoenix, and a budget of over $800,000 a year. Three hundred thousand 
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dollars of this comes from the state. We have the statewide National 
Health Service Corps operational contract for Arizona. 

International Health - in 1972, we were considering launching a 
program with Mexico for training medical students. We were offering and 
defending courses in tropical medicine and international health in the 
medical school, we were asked frequently, "Why do you teach that in 
Arizona? There are no tropical diseases here. " 

In 1984, we hav6 formal ties with Mexico through the Instituto 
Mexicano de Servicios Social (IMSS) . We send eight to ten students per 
year to Sonora under this program. Two of our medical students are there 
today, we have proposed a large-scale border health program in 
association with the American Academy of Family Physicians, we have an 
active teaching program and commitment to work in other countries and we 
currently have a project under way in Egypt. 

Now, these are just a few of the changes between 1972 and 1984 in 
one college of medicine on the border. I have spoken only to change in 
one department and three areas in that department for which I have 
responsibility— prepaid health care, rural health, and international 
health. All three are tied together by redefinition of the academic 
purpose as including social service. The common discipline, I would 
stress, in relation to the technical paper, for this department and each 
area and program about which I have spoken, is primary care. 

I did have some comments about the relationship of each of the things 
we are doing to the dual issues of examining our relationship to society 
and the worldwide economic recession. Perhaps we can come back to that 
later. I will simply say here that part of the mission and drive behind 
what the University of Arizona College of Medicine is doing today relates 
to economic survival. 

I am here to $'4#-cuss just one of the aforementioned University of 
Arizona programs, meal health, in relation to the integrated discipline 
of primary care and with regard to the issues of social responsiveness and 
economic survival. Accordingly, I will mention prepaid health care and 
international health programs only as they relate to and impinge upon this 
rural health program. Each makes an interesting story in itself for those 
of you who have been following the New York Times and other reports about 
Arizona's alternative Medicaid program called AHCCCS. I wish we had 
another twenty minutes to deal with that. 

Rural Health Office - what are we doing? Feel free, while I talk, 
to look at the booklet that was distributed to you. It is the 1983 annual 
report of the Rural Health Office, "Reaching Out to Rural Arizona." The 
reason it was not sent to you earlier is that it just came off the 
presses. Although it was well under way, the publication was accelerated 
as a result of this meeting. In spite of the date that is on it, it came 
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out Friday afternoon about 5 o'clock — a special effort by the University 
of Arizona for this workshop. 

I will pass a few other documents around while I am talking, 2 
realize that is poor speaking style, but there is not time to do it any 
other way. This one is to give you an example of what is going on in 
rural* health around the country, a publication which we produced last year 
in the Rural Health Office. In this study we surveyed all of the state 
rural health efforts and university rural health efforts we could identify 
in the United States. You can find out, as you read it, what is wrong 
about what we said concerning your school. 

There are three reasons we chose the name "Rural Health Office." At 
the time we created it there were other rural health offices operating 
around the country and the name seemed to be a significant one in relation 
to what was going on elsewhere. Second, we used the name "Rural Health 
Office" because it made a statement to us, in the words of the background 
paper — "reaching the geographic peripheries of cur state." And, finally, 
we chose it £<?r political reasons to assure su$$ort in our legislature 
when other r*;iOurc£s were more urban-oriented* In fact, an Office of 
Primary Care or, in the term being made popular currently by the Institute 
of Medicine team on thi£ subject, "Community-Oriented Primary Care 
(COPC)-" would iftavs been Entirely appropriate to what we are doing. We 
feel that much of what we do is based around, as I said earlier, primary 
care. 

The justification of much of what has been done by the University of 
Arizona derives from our status as a land-grant institution. Before last 
night I had written a little observation, with an exclamation point behind 
it, about developing a land-grant strategy for the xest of the world. 
Obviously, last night's discussion precluded that having to be raid, so I 
will pass it by. 

But should we not do in health what the College of Agriculture has 
been doing for years, that is, discover new and better ways of "growing 
cotton" by doing it— I use cotton because that is what we grow in 
Arizona— through a program of technical assistance and communication? 
The "university farm" then becomes not only a university hospital, but 
university clinics, including rural clinics, and the "Agricultural 
Extension Service" becomes a rural health office. Again, to quote from 
the technical paper, "Without a ready and continuous access to field 
settings in which such matters can be studied and reflected upon, the 
university is removed from the matters it purports to be committed to." 
A key statement, I thought, from the paper. 

By becoming a service unit for the entire university and receiving 
designated funding from tho legislature to fulfill its mission, the Rural 
Health Office has the capacity to broker services for many other 
disciplines and to focus on statewide problems, not disciplines. 
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time. We think it's terribly important." Three days later I got a call 
that the county was sending her to Washington. To me, that "is an example 
of success. It states that they feel it was important enough to have one 
of our staff members go to Washington on their behalf that they were 
willing to pay for it. 

The National Health Service Corps has recognized the Rural Health 
Office as the entity with which it wishes .to contract for all functions 
in the State of Arizona. Pages three and four of the annual report out- 
line a little bit of'what is being done in that program. The Rural Health 
Office in Arizona had the first state contract from the federal government 
in the country; all other state contracts followed that. Ours was 
initially funded out of the regional office; the rest were funded out of 
the central office, as ours now is. Other agencies and organizations are 
coming to recognize, we feel, that something significant is happening in 
rural health in Arizona. 

Number Three - Nature of Services Provided 

With regard to the services provided, we will focus on the Rural 
Health Office as outlined in the report that you are looking at. Services 
may be described in three basic sections, which are outlined in the 
report: first, technical assistance and field networking; second, 
research, demonstration and special projects; and, third, educational 
programs and institutional relations. 

It is not accidental that they encompass the traditional academic 
triad of service, research, and education. It is also significant that 
the order in which we have listed them has been reversed. Perhaps a case 
can be made for units within universities where service is the first 
priority, with support from research and education. We have contended 
this for some time at the University of Arizona. A few items of .interest 
about each of our three organizational divisions may be helpful to you. 

The First Division - Technical Assistance and Field Networking 
Division— Examples of the activities carried out in this area include 
developing the linkage and serving as a community resource. I will pass 
around examples of publications in each area. They are a "Community 
Health Resource Handbook," which is made available to communities through- 
out the state that wish to develop health care facilities, and a "Rural 
Health Services Directory," which describes the multi-disciplinary 
services of the University of Arizona which are available to communities 
and individual providers throughout the state who wish to avail themselves 
of these opportunities. We are committed to a multidisciplinary approach 
to problem-solving. 

A major function of this division is handling all National Health 
Service Corps (NHSC) activities, which I mentioned. That includes 
everything from providing technical assistance to communities expressing 
an interest in obtaining a NHSC health provider, managing placement of 
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all NHSC personnel in Arizona, running specialized meetings for the Corps, 
and serving as project officer for thirteen NHSC sites in Southern 
Arizona. We have a major responsibility in that area. 

Another related function is physician placement. Currently, the 
Rural Health office has become the most visible locus for physician 
placement in Arizona. An example of activities in this area was the 
November, 1983 placement conference co-sponsored by The Arizona Academy 
of Family Physicians and the Rural Health Office. 

The Second Division - Research and Demonstration and Special Projects 
Division— This division has been involved in everything from preparation 
of the large Rural Health study, which was done for the Arizona Depart- 
ment of Health Services in 1981, to the current preparation of an analysis 
of manpower needs in Arizona. Also under development, through particip- 
ation with the assistant, director of our Phoenix office, who is a medical 
geographer— there are not many of those around—is a health manpower atlas 
for the state. 

Other projects include a study of nursing manpower and a status 
report on rural -hospitals in Arizona. The United Community Health Center 
(UCHC), which is described in the annual report, is our university farm 
for the moment, it is that site where the Rural Health Office may channel 
resources to develop improved methods of health-care delivery for a 
population in need. It is that location where demonstrations in the use 
of primary care, as a prelude to improved community health, may be 
conducted. 

The basic concept involves bringing together three geographically 
widely-separated communities, each too small to support a comprehensive 
health program, into a single organizational and service entity. I would 
dearly love to take you through the steps that were involved in getting 
us where we are today, but I will pass that by for the moment and refer 
you to the proposal being circulated to get some idea of that process. 

Still another activity of the research, demonstration, and special 
projects division, only mentioned previously, is our border health 
program, in 1981, the Rural Health Of f ice, in conjunction with the 
National Center for Health Services Research, with the sponsorship of 
Dr. Rosenthal, put on a Border Health Focused/Research Agenda Development 
Conference, the proceedings of which have been published and which I will 
also pass around. Texas was there as well. 

Since that time, the border-health efforts of the University have 
continued and expanded. The current effort is a proposal developed 
jointly by the University and the Minority Affairs Committee of the 
American Academy of Family Physicians and is modeled in part on the study 
of the American Academy of Pediatrics. 
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That proposal, which calls for identification and networking of 
health providers along the border, has just been approved as of a few 
weeks ago by the Board of Directors of the American Academy of Family 
Physicians. Funding is now being sought to support this effort, at least 
on a pilot basis, in the Ar izona-Sonora border area. 

The Third Division - Educational Programs and Institutional Relations 
Division — This division highlights the continuing commitment of the Rural 
Health Office to education from a service perspective. An example of this 
is still another effort just now getting under way which we are calling 
SAHEC, the Southern Arizona Health Education Center. This will be an 
Hispanic AHEC centered in Nogales on our Sonora border.. As with AHEC, 
SAHEC, if successful, will bring the educational mission of the University 
to areas along the U.S.- Mexican border which are at our social and geo- 
graphic periphery. 

Current efforts of the educational programs and institutional 
relations division include sponsorship of the annual rural health con- 
ference, new going into its eleventh year. It is jointly co-sponsored by 
over a dozen governmental and professional entities in the state. This 
conference attracts a multidisciplinary audience of over 250 health 
providers and consumers each year. Other activities of that office and 
that section, CAN DO, health careers awareness, and so on, are described 
in the annual report v?hich you have. 

Let me return now to the fourth question asked of workshop 
participants. 

Number Four - Organizational and Decision-Making Governance of the Program 

The Rural Health Office (RHO) acknowledges the assertion of the 
technical paper that health care requires full cooperation with and 
participation by society. One of the first acts after receiving 
designated public support from the legislature was to form an advisory 
committee. This committee is broadly based, as you can see by page 16 of 
the annual report, representing a variety of health and consumer groups 
in Arizona. 

While being firmly rooted in the University of Arizona, the RHO has 
developed a particularly close working relationship with the Arizona 
Department of Health Services. That is, if you will, the ^Ministry of 
Health" for the State of Arizona. Our Phoenix satellite $£££ce is located 
in the Arizona Department of Health Services building. Vfe arc currently 
negotiating with the Department to put some of its people in the Rural 
Health Office in Tucson. 

The Rural Health Office participates on the Rural Health Advisory 
Committee for the Department of Health Services and the Department of 
Health Services has a representative on the Rural Health Office Advisory 
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Committee. The rural health study, as I mentioned previously, was 
sponsored by the Department of Health Services. 

Number Five: Financial Support 

The State of Arizona currently gives us $310,000 a year; other in- 
kind state support amounts to about $40,000; the base National Health 
Service Corps contract was $95,000 this year; supplemental National Health 

rf?n oo iPS contra ? ts include $10,000 for the rural health conference 
and $10,000 for a Spanish language course for NHSC assignees; a shared 
services contract with the federal government is for $30,000; a Primary 
Care Research and Demonstration Grant, now expired, was for $240,000; CAN 
*?nnoo° ther projects from the Arizona Department of Education total about 
5100,000. This makes a grand total of about $835,000, of which $800,000 
is in the form of direct grant and state support. 

Number Six: Essential Lessons Learned 

The basic lesson learned from the program to date is that we believe 
much of what we have done, in rural Arizona is transferable to the 
developing world. This is due to the fact that much of Arizona is 
developing itself, at least in the medical sense. Whether this be with 
native Americans or rural Arizonans, in general, the fact remains that 
basic community development principles apply throughout the state. 

Russ Morgan, sitting on my left, can attest to this in the sense 
that we took away his assistant director for the National Council of 
International Health, who had no experience in rural health, but a great 
deal of experience in international health. She came to Arizona and she 
has worked out beautifully in our program. 

Of particular interest from an international perspective are RHO 
programs on the Mexican border. Here the mobile border health provider, 
the United Community Health Center, student preceptor ship, and SAHEC 
programs all have interesting potential applicability in an international 
setting. Hopefully, better ways will be found to exploit these skills 
short of full institutional commitment and competency. 

I did want to say, by way of reflection, that one way to deal with 
the apparent conflict which emerged from last evening's presentations by 
Dr. Bryant and Dr. Beering, both of whom are here, is to visualize an 
affiliated program status for developing institutions— I am using 
developing institutions in the same sense as developing countries here- 
in terms of their capacities for working in the international health 
marketplace. 

Suc.i an arrangement now exists between Purdue University and the 
University o2 Arizona, whereby we are sharing on a nutrition project in 
Egypt, purdsje University, being fehe more senior university in this 
respect-, initially had the lead role. Now, project leadership is rotated 
among tfofJ jsazticipating institutions. 
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Another inducement, perhaps, would be to have financial incentives 
for universities that become involved, as wa6 mentioned last evening and 
which I could only second. The international health bill introduced by 
Senator Javits in the Senate in 1977, which we worked with ov« a period 
of several years, would have done exactly that. 

• Yhe roost important ingredient, however, in any program is the people 
who work in it. Is it a mission or a program? Is there a commitment to 
social equity or a technical interest in solving social problems? Last 
week I went into the Rural Health Office on Rodeo Day, which is a big 
Arizona-Tucson holiday and everybody was supposed to be home. I found 
five of our professionals hard at work in the Rural Health Office. I 
would submit that is because we care and, in caring, we make a difference. 

What is the mission of the Rural Health Office? It is better health 
and health care. for rural Arizona. How will this be achieved? Through 
community participation, beginning with primary care. What do we need to 
do the job? For starters, we need a Morrill Act, a Hatch Act, and a 
Smith-Lever Act, both domestic and international. Then watch us go. Then 
the universities can play their part in HFA/2000. 

DR. BANTA: We will start with comments from Dr. Margaret Aguwa, who is 
Associate Professor in the Department of Family Medicine at the College 
of Osteopathic Medicine at Michigan State University. 



Comment by Margaret Aguwa, Michigan State University 

DR. AGUWA: I consider it a privilege and an honor to be invited to this 
workshop. I find myself being more or less a multiple minority, and I 
will leave it at that. 

We have listened to the discussion from Dr. Nichols and I think it 
is interesting to recognize the advancements that have happened with the 
University of Arizona Rural Health Program. Within a twelve-year period 
of time, there has been tremendous improvement in their health-care 
services. We have only sixteen years to go before the year 2000 hits, 
and it is my anticipation that at least there will be similar improve- 
ments, if not more, on a global level, in provision of primary health care 
to people around the world. 

I think the Rural Health Office is well coordinated in Arizona; it is 
well organized under the direction of a very efficient staff. It has many 
facets and is very interdisciplinary in its approach. The focus is 
providing better health and better health services to all of Arizona and 
primarily in the rural areas, in medically underserved areas. 
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The students who attend classes on the campus In East Lansing 
pa-ticipate in several community activities also. One of the goals of the 
medical school is to train primary health care physicians. Data collected 
from the College of Human . Med ic ine Alumni Office show that 40.3 percent of 
the graduates in classes from 1970 to 1980 are working in the primary 
health care field. Forty-one percent of these graduates are practicing in 
Michigan. No data, however, are available for the graduates of the 
College of Hunan Medicine regarding those who are practicing in the rural 
areas. 

The College of Osteopathic Medicine also was founded with the goal 
of preparing primary health-care physicians qualified to provide high- 
quality comprehensive health care services to the whole family. One of 
its major objectives was to graduate students who will become involved in 
community health activities which emphasize the multitude of community 
health resources available to the physician, develop cooperation with 
allied health workers in the community, and have insights into ways in 
which the interplay of familial, societal, and environmental forces affect 
the health of individuals. 

Data collected from the graduates of the College of Osteopathic 
Medicine indicate that 74.7 percent of the graduates between 1973, when 
it graduated its first class, and 1982 were involved in primary health 
care services. Sixty-five percent are practicing in various communities 
in Michigan, with 11 percent in areas with populations less than 50,000. 

The Department of Family Medicine, of which I am a member, has 
various community health activities that are operated in the Greater 
Lansing Area. Several of our faculty members also participate in various 
international health activities. The method of training our students in 
community activities include their precepting in departmental clinics and 
privets offices of physicians. Their clinical rotations are through the 
various community hospitals in Michigan. The students are assigned to 
inner-city, rural, and suburban clinics for their clinical experience. 

Because of Michigan^ high agricultural output, our school is 
involved in a type of a border program. We have a program similar to 
that of the University of Arizona for migrants who come to Michigan in 
the summer from Texas, Florida, and Arizona. A student recognized the 
need for health-care services to these people, so two migrant clinics 
were established within a twenty-mile radius of East Lansing fro provide 
health care to the migrants. The clinics are operated only in the summer 
for the migrants and semi-migrant populations that come to our area. 

In the Michigan migrant population, we find disease profiles and 
health problems comparable to those which exist in Arizona's migrant 
population. There are nutritional def ' iencies, chronic degenerative 
diseases, teer-age pregnancies, farm ^idents, and environmental and 
occupational Valth problems, to name a few. We also find that cultural 
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and traditional practices tend to be similar to those of the patients 
that use the border program in Arizona. 



The department operates a permanent clinic at Cristo Rey in North 
Lansing. It is a predominantly Hispanic area. Most primary health care 
services are also provided to these patients in this particular clinic. 
Medicaid patients are not encouraged to use the services in the migrant 
clinics because there is ittf continuity of care on a yearly basis. For 
that reason, the* diverted to the Cristo Rey Clinic. 

Because of , -*c ; d to have medical services for the indigent of Ingham 
County in Lansing , the County Health Department subcontracted with the 
University to provide primary health care services to the people in the 
county. We are finding an increase in patient registration because of 
financial exigencies that exist in Michigan. 

The Department runs an alcohol-treament program. We know that 
because of farm problems and unemployment that there is an increase in 
alcohol problems with the people. There is an alcohol detoxification 
program run in conjunction with a local hospital in Lansing. 

Michigan State University, as you know, is internationally known. 
The Institute of International Agriculture is located on the campus of 
Michigan State. In the international arena, the agricultural projects 
that the University runs have developed a strong reputation for the 
school. We find that health is not in isolation by itself. There are so 
many areas that impact on the health of people around the world, 
especially the third-world countries. Various programs which are health 
related, such as human ecology and food science, are part of the inter- 
national programs. 

The Bean-Cowpea collaborative research support program is a multi- 
national, multi-institutional program that is headquartered at Michigan 
State University. This program is to help develop more nutritious 
weaning foods for children in Africa. The Sudan Project is also a multi- 
national, multi-institutionai project that is geared towards eradication 
of onchocerciasis and schistosomiasis in the Sudan Basin. 

The three medical schools at Michigan State have academic and service 
linkages with universities around the world, particularly in the third- 
world countries. Recently, Michigan State developed a sister relationship 
with a province in China. Michigan State wants to develop linkages and 
sister relationships with other needy third world countries (LDCs) , in 
areas where its expertise and technical support can be of benefit to the 
people of those areas. 

It is important to note that Michigan state used the land-grant 
concept as the basis for the development of the University of Nigeria in 
Nsukka in 1960. This was the first university in Nigeria to grant its own 
degrees. The degrees that had been granted from the University of Ibadan 
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were through affiliation and association with Oxford University. The 
University of Nigeria kegan agricultural extension programs in Nigeria. 
Women's cooperative* zjA other extramural activities were also developed 
through this university* 

We can see that, as Dr. Nichols mentioned in his closing, the land- 
grant concept in agriculture can be transferred to the health fields. 
Michigan State has also shown it is possible to transfer the mechanism of 
health for the community from the universities in the United States to 
universities in the LDCs. People in th* ldcs have known and have had 
concepts in community development in working hand-in-hand with each other 
and this concept would not be a new one to them because there is the need, 
and I think that people in the third world countries will be agreeable to 
participating in activities that would be of benefit to them. 



Discussion 



DR. BANTA: I suggest that wt. follow Jerry Rosenthal's suggestion to link 
these two presentations. If there are comments, it would be well if they 
related to both projects. Of course, specific questions can go to either, 
although I would like to direct the first to Andy Nichols. Then I would 
like to give Dr. Lsguna end Dr. Zavaleta a chance to comment or question. 

My initial comment concerns private discussions I have heard at this 
conference. What I find is a degree of skepticism that universities 
really want to be involved in community health problems, and these 
comments are not coming out publicly in the discussion, which is 
interesting. That is, individuals are saying to me, do the universities 
really want to grapple with issues concerned with Health for All? They 
tend to hide behind academic freedom, the importance of basic research, 
and so forth, and I must say, as a product myself of two universities not 
noted for community service, Duke University and Harvard University, I 
perhaps have a bit of a jaundiced view myself. 

On the other hand, I am impressed that in this country a number of 
public universities such as state universities have really become very 
much involved in community health problems. Perhaps this is because of 
pressure from the state legislatures; perhaps it is because of the ready 
availability of money, and perhaps I am wrong, but at least my observation 
is that the public universities do have more involvement in community 
health problems than similar private institutions. 

This brings up another problem, that is the problem of state politics 
and inappropriate pressures. So I wonder, Andy, if you would say a bit 
more— and also Dr. Russell, if you feel so inclined-- about your relation- 
ship to the state legislature and the state health establishment. Have 
you used these kinds of political pressures, have they brought inapprop- 
riate pressures on the university, or have they been a factor at all? 
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There is no doubt about the fact thak when a university is involved 
in primary ea*e and community health care in an area vhexe there are 
physicians in private practice , there is always going to be conflict. The 
question i& how to absolve that conflict and work well together. 

Khen we first began to work along the border , we had a mandate from 
AHEC to place 19 percent of our medical students in the Valley only. That 
mea_nt taking forty medical students ht my one time, vjften there is a ratio 
of ohe physician to 4,500 patients in ftome of those counties. We would 
have overwhelmed that area, so that was something that we could not do. 

That is one of the reasons that we ass concentrating on nursing and 
allied health, because we cannot deal with this Sasue at this time. 16 
can be dealt with in terras of an elective issue. I would agree with Andy 
Nichols in terms of being interested in community health as a state 
institution which produces physicians who are going to go out into the 
community. Our way of dealing with community health is what I have said, 
through education. 

DR. BANTA: Dr. Laguna, would you like to comment? 

DR. LAGUNA: Yes, thank you. I would like to comment on some of the 
points raised by Dr. Russell. First of all, I would like to congratulate 
her and her group. This paper is extremely good and comprehensive and 
could serve as a starting point for future research on the border. 

One thing that she said is that in Mexico we have sort of a multi- 
institutional approach to health care, and that is right. Maybe that is 
the clue to our understanding of the meaning of this Health for All by the 
Year 2000. 

We have three groups of people in Mexico. One is the group of rich 
people — just like every place else . ;he wc;rld, rich people who can 
afford to pay for private serviceb « : any level. Then we heve the 
workers, who have a social security basis so they can gt-£ anything thay 
need, because they are provided for through the social security system. 
Then we have what we call the "open population," that is people who are 
jobless or have part-time jobs, who are sort on the far sides of the 
society. You never know what they do for a living. This open population 
is what we really want to take care of from the point of view of Health 
for All by the Year 2000. 

We do not focus on the health problems of rich people or workers, 
even though we accept that they have lots of health problems — everybody 
has health problems. We cannot deal with problems related to their life- 
style, contamination, pollution, whatever it is, the social, psycho- 
logical, and environmental problems. We do not provide care for rich 
people or workers, because they get health care services out of their 
richness or the fact that they are in a job. 
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accea «\« ry Ti " Strict «W«wJv«b just to the open population that has no 
access to medical care or health care whatsoever. For the open 
population, we have to provide the essentials. We do not call this the 
minimum because it is very difficult to define what is a minimum wf 
try to fulfill their basic needs. That is the way we approach it. 

is *hf ? her „ P ° int * hat 1 would like to comment on in Dr. Russell's work 
is the importance of coordinating the work in both countries, We have 

ttl K ne ^ t V6ry " ice Piece of work in "lation to the Texas side of 
the border, but on the other side of the border there is no such thing. 

?he border? Zlti""* " b ° rder " y ° U ° nly dealin * with ° ne "de of 
the border? Mexico does not have this knowledge; we do not have the 
information. You have to deal with both sides? 'if we are spelki^g about 
l* » V ^ h8Ve the iri "> rmat i°n ^om both sides of we are just 

le SSVeSi:?* t V^' " 15 SOtt ° f 3 P svch ^ e lic situation. Either 

I COTmLtment from Mexican side of the border, or there is no 
such thing as a border project. 

There is another problem in Mexico. Maybe you cannot understand 
this situation because of your organization in this country, but in 
Mexico the federal government is very, very strong and state governments 
are very, very weak. Everything that has to be done must come from the 
center, from Mexico City, from the President of Mexico. If we do not 
commit the central government to action on the border, we will not get 
anywhere. The activities coming from the local governments, from the 
little towns or big towns on the border, mean nothing if they do not have 
the approval, the commitment, certainly the money, from the federal 
government to push them along. 

Then there is something also psychedelic in some of Dr. Russell's 
data. She said the Laredo population is a rather stable population, has 
Deen there from time immemorial to today and, at the sary:- f*«s». there is 
this population going across the border. That means ti.^i-> viiVtwo 
populations, one very stable that does not move— it is ^ v dies 
there— then another population going back and forth. V% *» know what 
kind of population that is. They work on the other sid* - the border. 
They are just the poorest workers, what is the meaning «jri iyiat? 

fch. JS.tf.^ iC ? "J** C * * ainorit y""h°w Qan a minority be 85 percent of 
the population? There be some other meaning of -minority.- Maybe 

hey are a minority concerning their financial needs or cultural level, or 
something, but that is a tricky thing over there. 

If we go back to the Mexican counterpart concerning these facte- 
we have access to health care if we are rich or if we have a job. Y * 
understand that most Mexicans staying in the States or joing there foe a 
while— some of them go for a week or for an agricultural season—all of 
them have work. That is a well-recognized fact. Every Mexican in the 
border states has got work. They are not there jobless. And if you have 
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a job here in the States, does that mean you have access to health care 
just because you are a worker? 



So I would like to ask Dr. Russell, is it possible that a worker, a 
Mexican worker — one of these Hispanics, as you call them— can have work 
and still have no access to health care? Is it possible? In that case, 
it is not a matter of equity of access. It is a matter of maybe a lack 
of interest on the part of the employer to provide them with what they 
have a right to expect. I would like very much to know what is going on 
in that aspect, because if they have a job, they should have access to 
some kind of health care. 

And then something related to the universities. In our country, and 
maybe I could say that this could be applied to the whole of the 
universities in developing countries, our universities recently have 
become involved in these community things. I think that is because of 
the social pressure. 

Individuals in our countries know that the only way they can step up 
the ladder of social success is through the education provided in the 
universities. That is why they try to enter the university at any cost 
whatsoever. They will sell their grandmothers, if necessary, to enter the 
university because hey know that is the only way to step up the social 
ladder • 

If you go deep inside their souls P and even in the faculty, you 
cannot recognize in fcherr. a legitimate interest in becoming involved in 
professional activities because of the importance of doing professional 
work. They just want to get a title and through the title get a social 
position. That makes all thfc difference between the university considered 
as a social body to promote research, education, and what not, and the 
university as just a simple tool of society to step up the social ladder. 

In that case, it is very difficult for us in our country to promote 
this community activity, because e^c«~ybody wants to become a professional? 
everybody wants to become a physician. We are turning out nowadays in 
Mexico something like 15,000 physicians a year, although they know and we 
know, everybody knows, there is only toom for about 3000 physicians to get 
jobs to do adequate work. 

In the universities, we do not feel the social pressure of students 
trying to enter the university for this sort of half, in-between, 
clinical, or auxiliary level. They are not interested in joining in the 
effort for community work because that does not do a thing for them. They 
want to become physicians; they want to become doctors? that is what they 
want. It is very difficult for us to find justification for the role of 
the univ<*rsit^3 committing themselves for this sort of job because our 
clientele Is njt prone to get involved in community work. They want to 
become doctors, or dentists, or some other profession. 



- 81 - 




it i^llcaTe Sim*? 18 ^ V ° 1Ved in COmnunit * —t of the time 

somi pSSSLfipiSt oHJiS can pu : fco work SOIce of the students in 

try to L^rV SOCial S6rViCe finished < they forget^bou? that They 

SfEuJI^ J \ COnan ? n mediCal res - ide n=y- For the university it is very 

lrLn"\ J° f ty , t0 ^° ld them and P ut them to »° r >< on a steady and 
permanent basis in that sort of community work. 

DR. BANTA: Can I get a brief comment from Dr. Zavaleta? 

DR. ZAVALETA: Very brief. There are a couple of points I would l ike to 
address. I will have my chance this afternoon. 

health^ deUvery'system ?^L^^^ M S*iJL^!2^ 
rtrS^r^/S. 1- Cleatly 8 ° f «™*> * iS -e^Sg^aTwe 
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And so it becomes a very serious problem. 

Second, university involvement in the community is not always simple. 
As was pointed out by Dr. Russell, the lower Rio Grande Valley is at least 

and Sl^LffS? f r' 0 "' 350 mileS fr ° m AuStin ' 250 miles «ro» San Antonio 
and the Health Science Center there. Over the course of the years, at 

Ht^Jo 38t fi f teen .years, we have been innundated by graduate 

students and research projects of all manner. 9 

.,r-,i! ai ??' " 6Ver ' d ° We 866 the final "suits of these studies and 

aie any ° f the findin 9 s « v « presented to us so that we 
might, in fact, apply or implement these things in a practical way in 
terms of improving health care and health care delivery systems in our 
areas. I represent the local people, I suppose, and there is little 
communication between the local people en d the university researchers. 

Concerning the politics of funding-for all practical purposes, the 

C^rous^hr^ 8 and T th V nited Stat6S ° f AmeriCa ends at a line d «™ «r«n 
Corpus Christi to Laredo, Texas. Everything south of there to the creek 

oivi?;nC 8 , W * have t0 fight tooth a " d nail for every dollar? 

pitifully few, that we have received over the course of time. As a 
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course, i* wex* documented m tirms of its poor condition in that area. 
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I think that, finally, there are many borders. It needs to be 
pointed out that there is no single U.S. -Mexican border. The border area 
can be divided up into at least four or five different, very identifiable 
segments with their own demographic and cultural realities. The example 
of Arizona is very different from the Chula Vista area, which is still 
different from the lower Rio Grande Valley of Texas, which is different 
from Del Rio and that area. Thank you. 

DR. BANTA: Dr. Russell, would you like to make a brief closing comment? 

DR. RUSSELL: Yes, I would like to respond to Dr. Laguna. I think his 
word "psychedelic" is a very good choice of a word. Indeed, the 
population is psychedelic. There is a core in Laredo that has been there 
for a long time and then there is this enormous back-and-for th population 
as well. But there are things to be learned from that stable population 
about the health of the people in the area as well as the migrant 
population. 

The question about workers 1 health care is a critical one. Fifty 
percent of the people in the border area are below the poverty level, but 
you told me a story that our President said to your President, "All the 
Mexican people who come north of the border work." Yes, they do work* 
They work in agriculture, but they make such low amounts of money that 
they are still below the poverty level. Health care insurance is not 
provided for by their employers in many or most cases. 

With respect to the social ladder that you commented about in the 
university — although we may have bilingual programs, bicultural programs 
are much harder to achieve. We would agree with you that we cannot say 
what you should do on your side of the border and that the problems on our 
side of the border cannot be solved unless we do things together. It must 
be a binational project. 
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DR. LIPKINs The first hour of the next two will be devoted to U.S. 
institutions of higher education working with institutions outside the 

is alM r ?n! 0ln9 *f°" Statt ?" With Dt * William Bickne11 ' whose background 
is quite interesting. He is a physician. He was medical director of the 

Job Corps, staff physician with the Peace Corps and the United Mine 

Workers, commissioner of health in Massachusetts, and is currently 

tiltlSl ?' °f fipe ° f Sp6Cial Health fograw of the Health Policy 
institute and professor of Public Health at Boston University. He is 
going to speak to us about their most exciting program in Egypt. 

Boston Universi ty - Suez Canal University Program 
Presentation by William Bicknell 

DR. BICKNELL: Thank you very much. It is a pleasure to be here. I do 
VL iT lu 'J™* are u man V applications of the Peace Corps experiences as well 
as the OEO neighborhood health center experiences that are applicable 
overseas. We have learned a tremendous amount. 

One of the benefits of the kinds of cooperation that we have been 
talking about this morning and yesterday is that we have seen that there 

%Vi r ? f ° r f 3 in the States to learn ' e '9" about organization 

and delivery of services and using scarce resources wisely, we bring back 
to the U.S. a great -deal as we seek to work together with colleagues from 
overseas. 

Just a diversion— the organization of the conference, it seems to me, 
particularly with what seems like rather short notice, is outstanding, and 
I know the staff must have put in a tremendous amount of work. They are 
always kind of silent, unsung heroes. It has been very impressive. 

What I would like to talk about primarily is the Suez Canal 
University-Boston University experience in medical education and health 

llllr' 1 Wi i X p ^ imaril y focus on that- Briefly, I will discuss one 
other program of quite a different nature, in which our university was 
involved in short-term training of individuals from the developing world. 
I will not discuss another large program many of you may know about, 
strengthening health delivery systems in West Africa, a project which is 
a joint USAID-B.U.-WHO program. 
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At Ismailia there is a multi-province program medical school covering 
two "gouvernorates" (states) and the entire Sinai, now divided into Sinai 
North and Sinai South. The school has not only the responsibility for 
educating physicians for primary care in those areas, but substantial and 
now legal responsibility for aspects of service delivery. 

How did our collaboration begin? it was not formalized; it was not 
planned. *t was an accident, it was truly happenstance, it happened 
that some people dropped by Boston and we dropped by Cairo. A couple of 
the potential principals hit it off rather well, and the Egyptians had, 
us will become clear, a very sound, thoughtful idea. 

It was the right country at the right time and the right area of the 
country. This area, recently devastated by war, is being resettled. There 
is heavy in-migration and heavy interest in investment. The J.S. has r *.d 
a heavy investment commitment by virtue of the Camp David accords. There 
was considerable willingness for all parties to be flexible. 

Now the idea was Egyptian. I think that is extremely important, it 
is not something developed through the usual project-development process. 
It was substantially developed by the time we kind of happened on to it. 
Some of us may have contributed to the refinement of it, but the basic 
idea was and remains Egyptian. And it is a sound one. It had to be 
fairly sound, because selling a medical school to AID is a hard thing to 
do. One may question why one should do it. 

What are some of the essentials of the program? Underneath it all ie 
a community orientation. The term that was originally used was "meeting 
basic health needs." The Suez Canal University (SCU) Faculty of Medicine 
felt a relevant curriculum was essential. 

There was a conference in early 1978 — our collaboration began about 
four or five months after that — which spoke to inadequacies in Egyptian 
medical education — irrelevant curriculum, specialty orientation, a great 
schism between the university and the community, gigantic classes, etc. 
The SCU Medical School is designed to address all of those. 

It was initially unclear exactly what would need to be changed, but 
all felt a new curriculum, in content and in style, was needed. There was 
a profound belief on the part of the founding Dean and vice Dean, a 
husband-and-wife team, Dr. Fohair Nooirsn and Dr. Esmat Ezzat, that the 
process of education in Egypt, not just medical education but high school 
and before, was a flawed process. That belief led to their attachment to 
the McMaster approach of problem-based learning and its adaptation to the 
Egyptian scene. The desirability of small class size speaks for itself. 

Affordable medicine really has come on very strongly as an objective. 
Physicians have to be trained to practice within the GNP available in the 
country, integrating education and service, using existing hospitals and 
clinics, particularly clinics for teaching. At present, virtually evsry 
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undergraduate medical students are going to for their first,, second, 
third, and later clinical experiences. 

Now, the institutional goals. It is an unusual situation: The goals, 
in Arabic, are actually displayed inside the front door of the medical 
school. The dean and vice dean felt they should be up front where every- 
body, every morning, sees them as they go to work, and they really work. 
They have a longer day than the rest of Egypt. People do not leave early 
and Thursdays are nearly a full day. There is a new atmosphere; there is 
an enthusiasm; there is an excitement that you often do not find 
elsewhere. 

They are dead serious about delivering care within the limits of 
national per-capita health expenditure at present and in the foreseeable 
future and using regional health service facilities as a locus for 
education and training. And they are doing it. 

They are facing some problems which do not concern us as an 
institution relating to them, but are profound to them. Faculty 
promotion practices in Egypt advance people who do not devote themselves 
to the goals of the schools. Those who devote themselves to publication 
on any subject at all become the senior faculty, who are on the faculty 
council, who elect the Dean, and can subvert the purpose of the school. 
The Dean is, right now, engaged in a head-to-head battle with many of his 
faculty about not promoting those who are not tuned in to the goals and 
objectives of the school. In fact, he spends some time in court with 
them on a rather regular basis, a really tough thing. 

When I speak about the program, I am talking about the faculty of 
medicine. The program has USAID assistance, largely, but not exclusively, 
through Boston University. 

People - The principal consultants we have had — and there are a number 
of them — reflect continuity and, we hope, quality. Everybody who has been 
involved — and we will get to who they are — whether they are a short-term 
consultant or going to be on a long-term basis, takes a first trip on an 
exploratory basis, a mutual test. If they do not like it for reason, 
that is the end. If the Egyptian side does not like it, that is the end. 
We have been very fortunate with continuity of leadership at Suez, at 
B.U., and USAID. Thus far, none of the principals has changed since 1978 
in any of those places. 

Their loci may have changed. Some of the people in Washington have 
gone to Cairo. But the principals have all been the same since the very 
beginning. That has been of critical importance because there is an 
understanding of where it has gone, where it is, and where it could and 
should be going. This has been true in the specific content areas as well 
as overall project management, to merely illustrate a few. 
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Those who have been involved from the beginning or virtually the 
beginning are Ron McCauley and Vic Newfeld from McMaster , the Illinois 
Center for Educational Development; Ken Bloem in the group practice , who 
was initially at the Lahey Clinic and now is an associate vice president 
at B.U.; Jim Plordz and his whole team from the University of Washington, 
working in infectious disease; and the learning resources group from B.U. 

Principles - A real commitment to long-term institution-building. 
This takes time. From beginning to end it will be about ten years, it 
will not be done by then, but the foreign assistance aspects of it should 
be substantially done. 

The second principle may seem a little confusing. The project is very 
important* but not vital. What that means is, if relationships between 
the countries go awry, will it collapse? We hope not, even if there is a 
pullout tomorrow, is it central for our university, for the principal 
actors at B.U? it is really important, but if it terminates, it will not 
be the end of anybody's career; it will not be the end of our institution. 
We can maintain on both sides, a somewhat skeptical look at things. As we 
are enthusiastic, we can also afford to step back and be skeptical. 

The key actors like and respect each other. The dean, Dr. Nooman, is 
project co-director, as am I. when the project began, I would go over 
there and stay in his house, often three weeks at a time — I know where the 
toothbrushes are; I know where the pots and pans are. He, in like manner, 
knows a great deal about how I live in Boston. That was very important, 
because almost from the moment of funding, there were conflicts, we 
really knew each other and liked each other as people and it made 
conflict-resolution much, much easier. 

Funding - There was another thing— there was a great deal of up-front 
money put up by the fellow I work for, Dick Egdahl, Vice President for 
Health Affairs. Over $100,000 of B.U. money went into the development of 
this program over the first year-and-a-half to two years before it had 
outside funding. 

I have never figured out why he put up the bucks, it did not have too 
great a likelihood of payoff. But that up-front commitment of honest-to- 
God cash, not just support, but salary, travel money, hotel bills, was 
very significant and extremely important. The Egyptian side cared for us 
when we were in Egypt; we cared for them when they were here. That worked 
very well and was very important. 

Multi-institutional - We have not kept the project in-house, by 
design, from day one. If we can do it from our institution, fine, but 
let f s also look elsewhere. Let's go for the right people. People are 
very important. The right program instincts are important and maybe there 
will be an institutional affiliation. Maybe it will be individual. Maybe 
it will be kind of a quasi-institutional affiliation. I would say quasi- 
institutional is the way it really tends to come out. Dr. Laidlaw can 
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comment on that. We really have a close but informal tie with McMaster, 
with two of the network schools and, also, a growing one with New Mexico, 
a third network school. One of the successes along the way has been that 
the Dean is now president of the network and the network meeting next year 
will be in Ismailia. 

Multi-national - we have. been able to demonstrate the need and the 
appropriateness of working outside the U.S. We will see what that means, 
but I think it has been very important, where it malr.es sense, to go 
abroad. We have been able to do that with U.S. money and stay within the 
law. 

It has required flexibility on the part of the people in management 
positions as well as the program, because there are many shifts and 
changes in direction, particularly as one is dealing with a program where 
the prototype is the final product. It is rather like a multi-national 
fighter, but you do not get a test model. The first is it. 

It requires a lot of give-and-take and it requires a very flexible 
vehicle, that is to say, our particular agreement with AID was an out- 
growth of an unsolicited proposal. It is a cooperative agreement. It is 
a grant-like vehicle which is flexible and can be expanded and contracted 
according to need, but it does not have many of the inhibiting features of 
a contract. 

Politics - We early decided that with the Egyptian government, 
Egyptians would do the politicking? in the U.S., the U.S. people do the 
U.S. politicking. We started to get in trouble with that with people who 
wanted to diddle around in both arenas when they really could never hope 
to do that. So straightening that out early was really important and has 
worked very well. 

Joint Activity - We have been jointly in curriculum development, 
evaluation of medical student performance, development of clinical 
training sites — from architecture to service improvement and add-ons, a 
group practice to generate revenue — we will get back to that — and a 
primary care group practice, more appropriately called a multi-specialty 
group with inpatient beds. 

The basic building is called Building 29. It was part of a bombed-out 
factory complex. Suez Canal University is a new university, not just the 
medical school. The university antedates the medical school by two years. 
The campus was an old textile factory. The goal of the university, in the 
words of the University President, is to be an integral part of the socio- 
economic development of the Suez-Sinai area. The shipbuilding faculty 
speaks to that. The faculty of medicine and its orientation speaks to 
that. 

Who are the participants? Boston, McMaster, Limburg — or Maastricht, 
most commonly — Illinois, Washington, New Mexico, the Greater Glasgow 
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you may know. The consortium also, includes a group of educational 
institutions. New Mexico, McMaster, Maastricht, Illinois, and Boston are 
represented. 

The dean has been very bold. Initially, there was hope that there 
could be some relationship with Be'er Sheva* in Israel. Moshe Prywes 
visited Ismailia about two years ago and participated in one of the 
working sessions in terms of planning and evaluating how to increase the 
community impact. It was a bold and difficult thing for the dean to do. 
That relationship, because of larger political issues, has not been able 
to mature and is rather quiescent at the moment. 

What are some of the program's successes? A family practice residency 
program is really working. It is called general practice, there. There 
are better trained physicians now. It is a short program — two years. It 
takes existing graduates working in ministry clinics and gives them a 
Masters Degree and university credentials. It is not usually available 
to ministry physicians in Egypt. It puts the graduates back in the 
community and continues their relationship with the parent institution, 
the faculty of medicine at Suez, and involves them in teaching under- 
graduate medical students. They have established a department of family 
practice and have faculty appointments there — a real breakthrough. 

They have small classes. The average class is about 65 or 70— the 
first one was 48, the last one was 74. 

There is an infectious disease laboratory, one of the better ones in 
Egypt; some say the best outside of the U.S. Naval Medical Research Unit 
(NAMRU) in Cairo. Clinical microbiology and study of infectious diseases 
are really a necessity in this area. 

A new library, and new resource center (audiovisual program) 
complement the curriculum. The problem-based curriculum has been uniquely 
successful. One of its benefits has been that it precludes the faculty 
from teaching the old way. You just cannot give a lecture in a six- or 
eight-person tutorial. It has been a very useful change agent for the 
Dean and Vice Dean to use. 

In a sense, the students and the Dean and Vice Dean have formed a 
pincer on the faculty to move them, as they would say, into a new 
educational mode or milieu. It has worked. The community orientation 
has been pervasive. The Dean has recently been elected president of the 
WHO Network that Dr. Akinkugbe described last night. The next network 
meeting will be in Ismailia next year. 

The group practice has been very successful in terms of providing, 
not just local service credibility, but a practice competitive with 
private practitioners in the area. It appears to be drawing some patients 
who may not have been going to private practitioners. It brings service 
by the faculty to the community in a structured way, allowing the faculty 
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In like manner, wherever there is a revenue-generating potential, we 
are trying to grab the revenue and put it into a special fund that the 
. Dean can use in a discretionary way to complement the budget, the 
ministry of education budget. 

There are majcr program issues, such as maintaining and solidifying 
gains. It is now far more than a house of cards, but a good strong wind 
could upset things. There is going to be a transition in leadership; the 
Dean is at the end of his second term and rarely are deans elected for 
third terms. The president of the university is at the end of his second 
term; rarely are they appointed for third terms. Management improvements 
have to be central. Management is not exciting. You fcnow, it is like 
connective tissue; dull stuff, but it holds you together. 

It is much easier to focus on some of .the excitement of the 
curriculum process and not get into the basic management of a complex 
institution in the public sector. Integrating services and education 
seems to be on track; improving services is going slower. Basic science 
has not been a dramatic success. There are not adequate basic science 
faculties. The training programs have been conducted at Boston and 
elsewhere, not with AID, but with Egyptian money. The mechanisms for 
making that relevant were not available years ago. People had to stay in 
the U.S. for five years and could not go back and forth; there was not the 
so-called channel system in place at that time which allowed some training 
in the U.S. with a degree granted in Egypt by an Egyptian university. It 
had to be the other way. 

The issue of supplemental revenue — will there be enough locally 
generated funds? If there are not, is it possible to develop any kind of 
trust or endowment, so there could be some income to capture the 
difference? That is something under discussion at this moment. 

What are some of the principles of development strategy? J will 
summarize those very quickly: have good, locally defined projects; have 
good people on both sides; take time in development and implementation; 
underpromise and over deliver; have serious institutional commitments. 

More to the point, or another point, the process is very important. 
People, politics, and project — good people with sophisticated under- 
standing of the political process, from micro to macro, are far more 
important than money. Smaller amounts of money would probably have 
actually been better than the rather large amounts we have been blessed 
or cursed with. 

The programs that I did not talk about, plus the Suez program, have 
really been devoted to the effective application of knowledge, what we 
are really talking about is the application of that knowledge to the 
betterment of living. That is the unifying thrust of the programs our 
university has been involved with in the developing world. Thank you 
very much. 
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World Bank, the Australian Development Assistance Board, and the 
International Development and Research Center in Canada. 



The purpose of this program is to train bright young members of 
clinical departments in developing countries in epidemiological concepts 
and methods in order that they may carry out the following tasks in their 
own countries! 1) estimate the burden of illness in entire communities; 

2) identify environmental, behavioral, and occupational health hazards; 

3) establish the effectiveness of preventive, diagnostic, and therapeutic 
measures; and 4) assess the impact and cost effectiveness of different 
mixes of resources and services in improving the health and status of 
populations. 

This training is taking place fa* clinical epidemiology departments in 
three centers, Newcastle University $8 Australia, the University of 
Pennsylvania, and McMaster University in Canada.* These three clinical 
epidemiology training centers have on t&©lr staffs biostatisticians , 
health economists, and epidemiologists who have joint appointments in 
clinical departments and who also actively practice medicine. 

Young clinician-trainees are selected on their merits and on the 
strength of the support of their university and the ministry of health in 
their own countries. Preference has been given to full-time appointees in 
departments of internal medicine, pediatrics, and family medicine. . 

These young clinicians spend twelve to sixteen months working toward 
a Masters Degree in the application of the principles and methods of 
epidemiology to design, measurement, and evaluation in the clinical 
sphere. They learn the application to research questions of such concepts 
as causation, bias, clinical measurement, natural history, and disease 
frequency. But most important, supervised by a designated preceptor, the 
candidates complete the design of a pertinent research project to be 
conducted in their own country upon return. 

Financial support is available to cover the trainee's tuition, travel, 
and living expenses. There is a startup grant for the research project he 
establishes upon return to his own country. Finally, and I think very 
important, there is support to enable the trainee's preceptor to visit 
him about a year after completion of the course to consult on his research 
project and to assess his general progress. 

Following completion of their courses, these young clinician-trainees 
return to their own countries to staff clinical epidemiology units, or 
CEUs, which will be established in one or more clinical departments in a 
medical school. It is planned, through this program, to establish four 
CEUs in each of the major developing areas of the world: the Far East, 
Middle East and Africa, and Latin America. 

Each CEU will be staffed by approximately five clinical 
epidemiologists, a biostatistician, a health economist, research 
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DR. BICKNELL: With regard to AID,, we have, of course, had some tensions 
along thie way but, all in all, it has been a very supportive and helpful 
relationship. The key people, initially in Washington and then in both 
Washington and in Egypt, have basically seen the project in a helpful way. 

Although you can always talk about 'small administrative hassles, there 
has not been a major problem to date. The problems have been much smaller 
than in other projects I am familiar with or have been associated with. I 
think it is important to remember that Egypt has a kind of funny money. 
It is what used to be called special, security-assistance money. It has a 
few less strings around it and there is lots more of it than before, but 
there is an imperative to get it out of the pipeline; so it is conceivable 
that there could be less critical review from time to time. 

Also, there may come a time when we need to say to the f under, "Hey, 
be a little cautious here; you can kill with kindness, with too many 
bucks. " It is not clear, but the funding imperative plus the overriding 
political imperative in Egypt-U.S. relationships may inhibit informed 
program comment by the agency from time to time. That has not been a 
problem for us yet. I do think, in general, one can do better with 
smaller amounts of money. I do not think it is at all helpful having the 
kind of monies that are there at this time. 

We became involved with Network schools, really, before we were very 
aware of the Network itself. The Network has been very supportive. For 
example, it has been supportive of the Dean, who has a very lonesome 
position in Egypi. It has been very helpful in recognizing the school 
and the Dean. Electing him president has been very helpful. It has 
served to make it multilateral, even though it is bilateral assistance. 
Participation in the Network helps diffuse the U.S. -Egypt dynamic. 

We have had no relationship at all to date with the foundations. Who 
knows whether ther£ is some role or not there? I am not certain. We are 
addressing future problems. There will be a shortfall between local 
revenues plus the ministry budget and what is minimally necessary. How 
that money is going to be raised is an open question. I have -targeted 
foundation support for instance. It has been hard for us to be supportive 
of the epidemiology program at McMaster because we have not been able to 
justify that link under U.S. law. We have not been able to justify other 
links. It would certainly be helpful if we could because they need the 
epidemiology program badly. 

DR. BANT A: Bill, I am curious to know what kind of model you use when 
you do this kind of consultation. It seems to me that this is a critical 
question. A lot of U.S. institutions and institutions of other 
industrialized countries that have been involved in the developing world 
have not been particularly helpful, I think because of the model that is 
used. 
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DR. BRYANT: Bill, I have visited the schooL in Egypt and was very 
impressed with it. I sat in on some of those student-led learning 
sessions. They were really impressive to watch. You have focused very 
tightly on the development of this institution in a local geographic 
environment. 

- At the same time, you know that the institution has met with 
considerable skepticism and even hostility by some people in Egypt, even 
some in the pictures you showed. Egypt is faced with the major problems 
of an entrenched medical educational system, nursing educational system, 
and a health care system that is almost paralyzed by the flood of 
curative-oriented manpower. 

The question is, what impact can this program have on Egypt? As I 
mentioned to the dean, you have two percent of the students of Egypt in 
small classes. Do you have more than two percent of the leverage on the 
problems of the country? 

I am using this as a way of making a larger point about where you draw 
your boundaries concerning your purpose. It seems to me that this little 
exchange that you and I are involved in now, plus the Texas-Mexico 
dialogue, raise the following point. If you draw your boundaries too 
narrowly on these problems, you become blind to some of the larger issues. 
If you draw them too broadly, you become paralyzed by handling problems 
that are too large. There is a dilemma in here about boundary-drawing in 
the problems we are faced with. Having said that, then, let me ask you 
what your feeling is about the impact of the Suez Canal operation on the 
larger problems of Egypt. 

DR. BICKNELL: That is a good question and one that many people ask. 
First, it was not designed with the intent of having an impact on Egypt. 
Do we ask the University of Massachusetts to have an impact in California? 
No. Is that a realistic 'expectation? It is unclear if it is realistic. 
I think the impact will be indirect; it will be by diffusion and by 
example. The design was to impact an area devastated by war with rapid 
in-migration, a relative void in service delivery, an under supply of 
physicians, etc. 

A first priority was to keep the predators at bay or, more positively, 
to develop appropriate political linkages within the Egyptian medical- 
political establishment. That has been attended to over the years. Now, 
I think, the general reading is that even some who were skeptical feel it 
is there and is going to survive. The likelihood of it being shot down in 
a budgetary or wipe-it-out way is probably past. 

The influence, I think, will be by faculty coming from other 
institutions, as visiting faculty, saying, "We would like to change the 
way we do anatomy." Or, "We really see the value of smaller class size. 
Let's work on that issue overall in Egypt." But it is very hard to 
promise to change a nation through an individual project. I think if 
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they are going to be unemployed, and they still make the choice to study 
medicine. 

Whatever continuing education goes on is not the responsibility of 
the educational system. It is the responsibility of the system providing 
services. Half of these doctors will never get into that system in a 
fcrsyO,* structured way. So they are totally lost to the world of 
cont ~*ing education. All the other health resources are produced in 
othsrr environments that are not connected in a structural way to the 
components of the educational system. 

It seems to me that when we turn to what we want from these 
discussions, those themes need to be kept distinct, particularly if we are 
to contribute real insights as to what plays in one area and what does not 
play in a similar area. For example, the grappling that is going on now 
in Mexico to negotiate an integrated manner of thinking about the problems 
of human resource development between the education sector and the health 
sector in the face of traditions totally isolated and separate even within 
the health sector that will be a useful contribution on the second issue. 
It seems to roe this distinction is really critical. 

DR. LIPKIN: We would like to move on to Dr. Bosch's presentation. 
Dr. Bosch was born and reared in Argentina and was educated there. His 
first language is Spanish. Having come from a society with a very 
different relationship to authority, cn a day of caucuses, he wanted us 
to understand this perspective. 

It is even more remarkable, given his present roles, which are as 
deputy director and holder of a new endowed chair in international health 
at Mount Sinai. He is largely responsible, with Kurt Deuschle, for quite 
a complex community-oriented enterprise at the uptown end of Fifth Avenue 
in Manhattan. This area is one of the more complicated corners of the 
world. It spans, within a few blocks, the least endowed to the most 
developed. He is going to tell us about one of Mount Sinai's projects, 
in particular, the one in the Dominican Republic. 



City University of New York Urban and Rural Programs 
Presentation by Samuttl Bosch 



DR. BOSCH: Using my Latin American hat, it is particularly pleasing to 
have been invited to this meeting to discuss this particular issue. I 
have been asked to describe our social, international health program and 
our work in the Dominican Republic. I will begin with the principles and 
tenets that guide our community medicine practice in the United States. 
They provide a frame of reference for what I am going to say later. 
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The recent creation of an endowed chair in international community 
medicine has given our department the opportunity and the responsibility 
to define a broader role and a more formal role for itself in 
international health. Given the magnitude of health development needs in 
the world, this is not an easy task. The same principles that underpin 
our community medicine practice in the United States guide our activities 
in the Dominican Republic^ where we have recently completed five years of 
a ten-year project with an industrial group and have begun a project with 
a university. 

In 1979, the Dominican subsidiary of Gulf and Western, the U.S. 
corporation, asked for our assistance in developing a rational health 
care delivery system in the eastern region of the country. It is an 
unusual community group and illustrates our flexibility in that 
definition. Appraisal meetings in New York and the Dominican Republic 
identified potentially effective local Dominican leadership and plentiful 
medical care resources. These were indications of the sound application 
of health-planning techniques which were being used in the region to 
increase the efficient use of resources. We accepted the challenge to 
participate and to test our way of assistance in an international setting. 

The company is involved primarily in sugar-cane cultivation and 
refinement. A permanent population of approximately 40,000 workers, 
together with some 15,000 workers from Haiti, plant, care for, and harvest 
the 200,000 acres of cane needed to support the efficient operation of 
the sugar mill. The workers and their families are housed in 105 
villages, called ba*^"Y%s, varying in population from twenty to 2000 
inhabitants. 

Three distinct, uncoordinated health systems offer fragmented services 
to the population. They are the public health system, the social security 
system, and the company itself. When necessary, patients are referred by 
these local providers, who have either dispensaries or small health 
centers in the bateyes, to the hospitals in the city of La Ramona. 
Despite the plethora of health care in the area, the company was 
dissatisfied with the lack of progress in improving the health status of 
area residents and sought our help in determining how to reallocate 
resources to increase the effectiveness of its efforts. 

Our department assigned a physician health planner, an epidemiologist, 
and a nurse, all Spanish-speaking and familiar with Spanish culture, to 
work with Dominican company personnel to develop a plan to address local 
needs. As in its other planning efforts, the department's assistance was 
divided into three sequential phases: planning the plan, developing the 
plan, and implementing the plan. 

Phase one, planning the plan, consisted essentially of helping the 

local groups generate a consensus around the general goals to be pursued 

and the relative priorities. To this end, our team helped the company's 

health professionals broadly describe the characteristics, geographic 
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dxstrxbution, and health-related needs of the population to be served. 
In their discussion and analysis of this information, they identified two 
goals: 1) to develop a comprehensive community-oriented program of 
preventive and curative health care for the company's rural and urban 
employees and their families and 2) to develop continuing education 
programs for the company's health care staff. 

The local planning group then "appointed one of its members Director 
of Rural Health Care and gave him responsibility for preparation of a 
rural health plan. Believing that significant change cannot be fostered 
by just telling people what needs to be done or how it should be done, we 
perceive technical assistance, fundamentally, as the long-term process of 
education— of learning themselves, rather than being told, in this case, 
assistance concentrated initially on expanding the knowledge and skills 
of the director of rural- health and his assistant, both physicians, in 
the areas of planning, program administration and management, 
epidemiology, and evaluation techniques. 

In phase two, preparing the plan, our faculty team guided the program 
director and his assistant through the classic steps in plan development. 
The mandate to prepare a draft of a rural health plan helped to narrow the 
focus in the initial stages of the process and also provided a practical 
exercise through which they would gain experience in applying their new 
skills. 

Published national and regional Dominican vital and health statistics 
were reviewed and analyzed, as were relevant company records, in order to 
describe Zhe population to be served and the health needs in as much 
detail as possible. Existing public and private sector health resources- 
human, physical, and financial— were similarly identified and described. 
Preliminary goals were reviewed and more specific objectives identified. 
The relative advantages and limitations of alternative modes of organizing 
resources to achieve these objectives were weighed. 

The Dominicans chose to develop a service model featuring a network 
of rural community-oriented primary care centers linked with city-based 
secondary and tertiary services and, working with our team, prepared a 
proposal for consideration by their colleagues and company executives. 
While the company accepted the initial proposal in principle, the 
information base about the target population was less than complete. 

Consequently, a community survey of a representative sample of the 
rural population was conducted under local direction and with on-site 
assistance from our epidemiologist. Three Mount Sinai medical students 
served as assistants. The additional information generated permitted 
refinement of the plan. Working with our faculty, the Dominican planning 
group used the population data to define specific programs, types of 
services these would require, resources needed, staffing patterns, 
utilization forecasts, and budget projections. ' 
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In phase three, construction was completed on the first of the rural 
health centers. It opened in June 1982. T^o physicians, a registered 
nurse, a nurse-aide, a laboratory technician, a pharmacy aide, and two 
receptionists, all from the local community, currently provide preventive 
and curative primary health-care services to a population of 
approximately 7000 persons.- Well-child, prenatal services, and venereal 
disease control clinics function as special projects. 

The center's activities are now being evaluated and, with appropriate 
modifications, will serve as the architectural and operational prototype 
for the remaining six centers in the network. The second center is 
scheduled to open in the fall of 1985. 

During the first four years, the Department's resources were invested 
primarily in assisting in the development of the rural plan. During the 
same period, however, the team also was involved in a similar process in 
an urban setting. The medical director, the administrator, and the head 
of nursing were helped to develop a plan to improve the quality of 
services provided by the company's 100-bed hospital. The planning and 
early implementation activities were the vehicles by which this group 
expanded its knowledge and skills in applying current planning, 
evaluation, financial management, and administrative techniques. The 
knowledge and skills described took time and patience to develop and 
mature. 

Recently, the work has expanded beyond its initial focus, program 
definition and formulation, into a broader range of activities required 
to sustain its concurrent program of management, evaluation, and planning 
efforts. As a result, our assistance has broadened too, from concentrated 
work with a few key individuals in leadership positions within the 
organization to fostering the leadership capacities of more junior staff. 
For example, one Dominican physician is completing two years of training 
in New York in health planning, clinical epidemiology, and primary -care . 

Similarly, our team nurse has worked closely on-site with the director 
of nursing in the reorganization of nursing services. A health planner 
has worked with the administrative assistant to expand his knowledge and 
skills in budgeting, cost-center accounting, financial control and 
management, development of a management information system, and health 
facilities administration in general. 

Our involvement with these individuals was a first step toward what 
became a wider distribution of program planning and management skills 
among other local personnel. The number of staff members now engaged in 
problem-solving through systematic data analysis and program planning has 
increased and augments the pool of support staff able to collaborate with 
program leaders in defining priorities and reaching objectives. This will 
reduce local need for and dependence on foreign technical assistance. 
This is the success side of the story. 
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' of tiSe^obleLr^ ^ t0 ^ y ° U ' dUtin9 the dis <^i°n f some 

Before closing, I would like to mention a recent event that may have 

T"^ h6alth P ° liCieS in the ^inican Republic, in the 
fn^K J? 8 ?'. immediatel y after the creation of the international chair 
another Dominican group, the Universidad Madre e Maestra, askeS our help 
rLltl T Pme ? °5 3 COmmunit y otien ^d primary care system in their 
their L*iL, Ce t n process of negotiating a long-term agreement with 
their medical school that would encompass service development as well as 
curriculum-building activities. x«*n«n* as wen as 

ooerlnil ^ IJT* different plan than the corporation. Our modus 

IVffTeL lir W ° Uld h3Ve t0 adaPt t0 3 di ««"nt constituency and 
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medical schools, and perhaps those of local industry. By then, the 

ZlYllt Z ^ bC Pr ° vidin 9 the ongoing technical assistance to the 
Gulf and Western project, where we are now involved, m the long run 
the local universities, with their medical schools, can be the slalle, 
enduring agents to assist in community development. 

In summary, this case illustrates how, in our educational way of 
fnf L^L™ international activities focus primarily on health planning 
^L* t f ) ST™ CCS devel °P ment . These are areas which have been 
identified by experts as a priority need in many countries around the 
wor iQi 
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don. T FX neCd ^"ance, but deciding for themselves what U Te 
done about their needs is what will ensure long-term developmental 
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SSSS, °? participation is a Product that we believe u?S. medlca? 
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It is the work of all sectors of society together that has the 

5° f° r reacnin 9 such ^ ambitious goal as Health for All by the 

Year 2000 in any particular country. 

DR. LIPKIN: Thank you. Dr. Reinke is going to comment on Dr. Bosch's 
paper in the context of the perspective of Johns Hopkins' experience in 
long-term institution building. Dr. Reinke is Professor of ^er^ational 
Health at Johns Hopkins School of Hygiene and Public Healtt. He Sas a 

in sia 1 ^??™ 8 V 2 Und ' Y ith an mA in ^uatrial Management and a Ph.D. 
in Statistics and Economics. He has been a senior research mathematician. 
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So, we have a man with different training and, thus, a somewhat different 
perspective from the typical medical one. 

Comment by William Reinke, Johns Hopkins University 



DR. REINKE: Thank you, Mr. Chairman. As* I have listened to the 
presentations and the comments this morning, I have noted that we have a 
two-pronged orientation. One theme has been the consideration of various 
projects and programs for the development of services, particularly 
primary health care services, in various places. The second theme has 
been this one of institution building or capacity development. The second 
theme is the one that I would like to focus on, both in reflecting on 
Dr. Bosch's comments and in saying a few things about our own experience 
in Indonesia. 

The matter of capacity development, that is, the development of local 
capability to carry out projects independently on a long-term basis is, 
it seems to me, an extremely important consideration. We sometimes lose 
sight of it because we are looking for rapid payoffs on individual 
projects. So, I think we need to draw more attention to the institution- 
building aspects. 

In particular, the theme that I would like to focus on is the matter 
of the strengthening of individual and institutional capacities , 
particularly health planning and management capacities, which are the 
areas of concern in the Dominican Republic and also in Indonesia. This 
focus on health planning and management addresses the necessary 
educational component, the health services research component, and the 
evaluation component, i.e., the testing of innovation in the area of 
planning and management, as well as the actual delivery of services. 

I note both individual and institutional capacity because there are 
various models of promoting these. In our collaborative work in 
Indonesia, for example, we are working with the School of Public Health 
in Jakarta to help to strengthen that school as an institution. Of 
course, the way you do that is, among other things, to help to develop 
the capacity of the individuals within that institution, but there also 
needs to be a capacity to respond as an institution. 

Parallel with our activities, the Ford Foundation is active in 
Indonesia in pursuing its general goal of improving child survival. The 
Ford Foundation is approaching the institution-building problem by 
identifying selected individuals in existing institutions throughout the 
country, for example, in departments of pediatrics in various medical 
schools in Indonesia. Individuals who have the motivation, who have the 
basic competence, and so forth are identified and supported in a kind of 
a network for undertaking research activities or communicating with each 
other, and so forth. This is done in a network within their own 
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individual institution, rather thanby creating a new institution or 
strengthening a single existing institution. 

in<?^^ Se , Vai i°f m ? delS ° f ca P acit y development need to address both 
individual and institutional relationships, I think, with respect to the 

JelSwEw'i 1 ^J^V distincti °n between what we have heard about 
relationships in the Dominican Republic and our own institutional 
relationships in Indonesia, in the Dominican Republic, there is 
?ir n ! P f H y 3 U * S * f. ducati °n al institution that is working through the 
^poraUon! " ' ^ imp ° rtant third act ° r ' a 0.8. multinaSonal 

increasingly, business and industry are going to be important actors 
in this scenario. One of the most interesting and useful aspects of the 
experience in the Dominican Republic, to me, is the role of the private 
sector, and particularly the private industrial sector, because I think 
there is a much more important role for that component in the future. 

A fourth actor in the Dominican Republic, which was noted toward the 
end of the presentation, was the LDC educational institution. That is 
really the focus of what I want to comment upon with respect to 
Indonesia, in particular. We, as a U.S. educational institution working 
directly with an Indonesian educational institution, namely, the W ° rKin9 

Sllfff? ? f ; ndonesia i hel P that institution to strengthen its 
capability to be more effective in its association with the health 
sector, particularly the ministry of health, in Indonesia. 

In all of this, the facilitator is USAID— the U.S. Government— because 
it is the f under, its objective is to become a fifth component in this 
exercise, both centrally and in Indonesia itself. 

I would like to spend just a couple of minutes now briefly outlining 

2?.?* «° f ° Ur activit y in Indonesia and then close with two or 

three common issues that come out of our experience in relation to the 
experience that Dr. Bosch has told us about. Our association in Indonesia 
is, as. I say, an institution-building exercise in the fields of health 
planning and management and health services research, with four com- 
ponents, four programmatic components, being pursued toward the overall 
objectives. 

The first component is- to strengthen the curriculum at the School of 

a^^^!! 631 ^ in i aka i ta v in , the field of health Panning and management. 
About three-fourths of the degree students at the School of Public Health 
are from the Ministry of Health. They are managers— leaders from the 
Ministry of Health who will go back into leadership positions, obviously, 
the strength of their training in planning and management is quite 
important to their functioning in their leadership roles in the ministry. 

The second component is a more direct or more immediate involvement 
in the teaching of planning and management on a continuing education 
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basis, in particular, we are working with the faculty of th* School of 
Public Health in Jakarta, which in turn is working with the Training 
institute of the Ministry of Health to put on training courses at 
provincial and district levels on the subject of planning and management. 

The third component is to strengthen the health services field 
research capability in Indonesia. Again, this involves us at Hopkins 
working with the faculty at the School of Public Health to undertake 
field research, to strengthen its capabilities in field research. This 
is in association with the Institute of Medical Research within the 
Ministry of Health. 

The fourth component is to strengthen the local domestic technical 
assistance or consultative capacity. The notion here is to move 
increasingly away from the outside or expatriate consultants solving 
problems in Indonesia to the development of an actual s^vice capability, 
a service consultative resource within the School of Public Health. The 
service capability will enable the school to work with the ministry of 
health in problem solving, most particularly in the area of* the develop- 
ment of primary health care services in Indonesia. 

So the four components are: 1) the curriculum, 2) the training 
program, 3) the field-training/continuing education in health services 
research in the School of Public Health, and 4) the technical assistance. 
We are now in the third year of this program. 

Our experience over the last couple of years, coupled with what we 
have heard about in the Dominican Republic, leads me to devote the limited 
amount of remaining time to what I think are three basic issues. One is 
the issue of whether this support from U.S. institutions must be on a 
continuing basis or whether it could be a sporadic kind of input. 

She problem, as noted in the Dominican Republic, with continuous 
input, is in forestalling the independence of the local institution, you 
never really quite get weaned away. On the other hand, the sporadic 
back-and-forth sort of thing has the risk of loss of continuity in the 
association. I have been on both sides of this. Sometimes where the 
input has been sporadic, you find yourself going bick again and again 
with a feeling of deja vu. Here we are talking about the same issues 
that we were talking about six months ago and nothing has happened in the 
meantime, with respect to the continuous input, it is more than a weaning 
process, it is a matter of identifying the point at which adolescence is 
reached in the local institution and playing the appropriate role in 
facilitating the move toward independence. 

It is an issue with no easy answer, it has been made relatively easy 
for us in Indonesia because of the tremendous motivation and hard work on 
the part of our Indonesian counterparts who are in the School of Public 
Health. They see the importance of what they are doing and continue in 
active pursuit of their objectives, whether we are around or not. 
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* The second issue has to do with the academic training in the LDC 
institution, again noting the importance of the development of individual 
capacity as well as the development of institutional capacity. In 
Indonesia, they are quite fortunate that there is quite an amount of money 
that has been made available through AID for U.S. training support,- so 
there are a lot of people from the Ministry of Health and from the 
educational institutions able to come to the U.S. for training. 

But there is another, I think, more exciting and potentially more 
rewarding type of activity that we have been associated with in this and 
that is the so-called "sandwich" program. There is a recognized need on 
the part of the faculty of the School of Public Health in Indonesia that 
they need to have more research training at the doctoral level. This is 
a long-term kind of enterprise. If these people come to the States, for 
example, for three or four or five years, they are lost to their 
educational institution for that time. The question is whether their 
field research, their thesis topic, is going to be that relevant. 

So we are working more and more on a sandwich program in which the 
study, the research, is done under the auspices of the University of 
Indonesia. Some of us at Hopkins have appointments on the faculty at the 
University of Indonesia now, so we can work with these people in their 
research program. They come to Hopkins for short periods of time, one or 
two academic quarters, to take selected, specific research or other 
specialized courses that are not available to them at the University of 
Indonesia. 

Most of their academic training and certainly all of their field 
research is undertaken under the auspices of the University of Indonesia 
with our assistance in a sporadic, consultative capacity as we go back 
and forth to Jakarta. So the site of the academic training and the 
duration, and so forth, is an important issue in fostering these 
relationships. 

Third, and finally, is the relationship between academic training, 
whether it be here or in the local setting, and field learning-by-doing 
kind of training, what we are attempting to foster in this regard is the 
development of field practice, field laboratory, or demonstration kinds 
of areas in association with the educational institution, in this case 
the University of Indonesia. 

There h?-*\ been a fair amount of experience with these in various 
places arouui the world. There are some who feel that this field 
practice is as important in the area of public health as the teaching 
hospital is to medicine. There are others who feel that this is very 
artificial, that it is not what it is cracked up to be. But it continues 
to be an important issue as a part of the broader issue of the link 
between the providers of the personnel, that is, the educational 
institutions, and the consumers, that is, those who provide service to 
the population and hire the personnel the institutions train. 
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Establishing appropriate links in the local setting between service, 
research and training, and then the link to a U.S. institution continues 
to be the overriding issue, i think, through all of our discussions today, 

Discussion 

DR. MORGAN: I just wanted to ask a question, picking up on Jack Bryant's 
and Mary Hassouna's comments, it has to do with these two presentations, 
both of which look at the role of U.S. universities outside the United 
States. Except for the McMaster example with Rockefeller, we seem to 
have three issues that I feel .are important to note. 

First, at least from my understanding, the projects are both very 
dependent on external financial support, either AID or a specific 
foundation or corporation. This is a long-term commitment. 

Second, the approaches that have been discussed seem to me to be very 
management intensive. We talk about transporting staff overseas, 
expensive travel, cooperation, etc. 

Third, it seems to me, at least from my experience, that inherent in 
all of these is a great dependency on some type of leadership on both the 
U.S. side and on the local side, and I guess I ask myself the question, 
"Do we have enough more of these resources in the United States that we 
can, in fact, expand the role?" That is the mission of this conference. 
We are talking about greater involvement. All three of those elements 
are very, very critical, and I am sure there are others that I have not 
discerned. 

My question to the people Who presented is, do they feel that we have 
more of these resources and, second, from a policy-decision perspective, 
are these the best utilization of our resources and of the country's 
resources? I would be very interested in the value judgments that people 
might make on this in terms of policy decisions, if this is the best 
utilization of our resources, how do we justify this in the competitive 
market? For example, we are talking about $10 million or $40 million 
worth of program activities to set up some models. I can imagine people 
running rural health programs and others saying, "Well, wait a second. 
Look at some of the needs; I mean, we could be training hundreds of 
community health workers, or providing millions of immunization programs 
or ORT packets." 

I would be interested in knowing how, on a policy level, members of 
the university community tend to justify the financial trade-off of one 
versus the other. 

DR. BOSCH: I think that I would like to speak to the financial issue by 
addressing, first, our local situation and then how that compares with 
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- the international project.. One of the strengths of what we have been 
able to develop locally is the capacity of a team. It is really a small 
team that restricts itself to technical assistance, that can be involved 
in several activities, and that can charge for its services; therefore, 
it becomes a self-sufficient team. 

If you want an in-house research and development unit— 

DR. ROBBINS: You are talking about the team in the country? 

DR. BOSCH: Yes, I am talking now locally, especially our interaction with 
the East Harlem community, you heard me say it was ten years before we 
began to look into the international scene because what we wanted was, 
first, to conceptualize what we were doing and then to develop a clear 
modus operandi. Part of the planning, of course, was how much would it 
cost and could it be perpetrated, i.e., could it be institutionalized. 

Because we believe in community participation, we think it is very 
important that the community groups who receive the money provide the 
manpower for the planning, implementation, and evaluation, be they 
consumer groups or provider groups, m the development of the neighbor- 
hood health centers in the area, it was the Hispanic community 
organization that got the money. Now that gives them the capacity to pay 
for our technical assistance to teach their leaders. For example, one- 
half of one of our faculty member's time is purchased on an ongoing basis. 
If it is a provider group, as the Department. of Medicine, it is they who 
get the money, it is they who then purchase our technical assistance for 
the planning, development, and ongoing evaluation. So we remain small. 

The same principle is applied in the Dominican Republic. The 
university is one of our most interesting clients. Our goal is to work 
through universities or medical schools, in our work with the university, 
we are training them to take our place as technical advisors. As soon as 
we have trained the trainers, we should be moving out of there. That 
program, with the coming and going of people from the Dominican Republic 
to the United States, is approximately $150,000 per year of purchased 
faculty time, so we are not speaking, really, of large sums of money. 

What is interesting in relation to the corporation as a client is that 
it served to test the waters; it allowed us to establish a presence. Our 
work attracted the university. 

DR. LIPKIN: Jack Laidlaw had an additional comment, I think, on this 
first issue. 

DR. LAIDLAW: It may not be as good as Dr. Bosch's, but I will try. With 
respect to the International" Clinical Epidemiology Network, the initial 
and major funding comes from The Rockefeller Foundation, what has been 
interesting is that, over the past couple of years, a number of other 
international agencies in Australia and Canada, and WHO itself, have been 
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willing to participate. These agencies are willing to be involved in the 
support of fallows in the sixteen-month training program. " 

Before our recent global meeting in Thailand, invitations were sent 
out to a number of sponsoring agencies. He frankly were surprised at how 
willing they seemed to be to participate in this program. The real 
crunch, however, will be national support for these clinical epidemiology 
units after the first couple of years. Will the recipient countries be 
willing and able to support these units financially and will they protect 
the members of this unit from other sirens, such as the enormously 
rewarding practice of medicine, in order for them to do the jobs they 
will be trained to do? 

DR. NICHOLS: I want to raise the flip side of the financing question, 
that is, the ability and need for local financing as opposed to external 
financing. Dr. Bicknell raised this question in his remarks. I was 
fascinated to hear it because I thought maybe I was out in left field 
completely. I spoke briefly in my comments about the role and the need 
for local financing of our enterprise, which drives us out of the 
academic milieu, out of the four walls of the academic center. 

The question is really directed to those of you who have been 
involved in the domestic scene and who know what the pressures are in 
your own university to establish outlying clinics, so there will be 
referrals into your hospital— if that rings a bell anywhere— so that you 
will get patients and, therefore, support your home institution. How 
does that apply, if at all, to the international scene, such as the 
program in Egypt or the program in the Dominican Republic, as you are now 
going beyond the corporate model to the medical center model, or the 
health sciences center model? 

My question really gets back to the technical paper which talked 
about the impact of recession as an economic influence on what is 
happening. I would simply ask, "is this pressure to earn income and 
stabilize the base in an institution, wherever in the world it may be, 
going to have the result of pushing us out of the ivory tower?" 

DR. BICKNELL: I think that is something I would rather tangentially 
comment on rather than answer, it gets back to what one of the roles of 
donors could be. I think a great service would be done to programs if 
donors were far more seriously concerned with long-term operating cost 
issues rather than, when the rubber hits the road, backing off. I think 
that really sows the seeds of disaster. It is important, obviously, to 
maintain the program, but it also introduces a necessary management 
discipline in the particular country as well as here at home. 

In another light, our School of Public Health has another kind of 
financing of an international activity. We have chosen, with a three- 
month summer certificate program, deliberately not to seek, at least 
initially, any kind of grant, contract, private foundation, or government 
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support, it is a program delivered here over a short period of time with 
people returning home, it will be supported out of whatever may be 
available from whatever agencies as well as individuals all over the 
world, it is a smaller-level market,, tested each year, it is funded by 
a multiplicity of donors and the tuition mechanism and is essentially 
self-funded, in a "sense, it institutionalizes what we are good at. It 
is really a different mechanism of funding. 

Of course, there are arguments about that as well. 

DR. LYBRAND: Bill, my recollection is that about five years ago the 
government salary for physicians in Egypt was forty-five dollars rcr 
month. Therefore, every physician- faculty member that I knew about, in 
every educational institution in Egypt, had a fairly substantial private 
practice, what is the situation in the Suez area? Do they still have 
substantial private clinical practices? 

DR. BICKNELL: That had to be addressed. Otherwise, you would have people 
showing up for an hour-and-a-half a day trying to start a new school. The 
university-sponsored group practice was started for exactly that reason. 
Recognition was give to the need for income supplementation. The salaries 
vary, but now people get about 900 to 1000 pounds a month total salary. 
Maybe they would have to get 1500 pounds a month in some areas. Some- 
where between 60 and 200 pounds is from their university salary. 

The grocp practice was designed to make the faculty, in a sense, more 
full time and more under the control of the Dean and the faculty of. 
medicine, in addition to taking away some of their income-generating 
activities, the group practice is of service not just to individual 
physicians, but it is of service to the institution as well. 

DR. LYBRAND: Do they still have pr.f«ate clinics? 

DR. BICKNELL: No, the ones who are members of the group practice do not. 
You are in the group practice or you are in a private practice. You can- 
not be in both. That was a hard-and-fast rule* 

DR. LYBRAND: And what is the percent of your faculty in group practice? 

DR. BICKNELL: It is hard to say. Essentially, the key members, the core 
faculty, who are committed to the concept of the school, are by and large 
members of the grour* practice. 

DR. LIPKIN: We will have two minutes for Drs. Laguna, Rosenthal, and 
Bosch, and then I will have the last word. 

DR. LAGUNA} Let me say a few words from the perspective of a developing 
country c icerning this issue. We consider that there are two ways of 
promoting and achieving a change in any respect concerning health services 
or health education. •One is to send our bright chaps to a place where 
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they can learn something, and the other one is getting people from abroad. 
So the first possibility is the best one. The second one is not very 
good, especially if the foreign institution and the foreign money stays 
for a long time in the country, if they stay for a long time in a place, 
the activity could get distorted and finally nothing would happen. 

I would say the only successful possibility would be to accept just a 
catalytic influence from the foreign institution — if they can put the 
local people to work, say in two, three, or four years' time and then 
disappear. Our policy in this is very easy to understand. We cannot 
accept a foreign institution doing our health planning. We hope that 
they can help us to do our health planning. They can help us through 
advisory activities and maybe through financial resources, but we have to 
do our own health planning. 

DR. ROSENTHAL: Just a quick set of comments. There are really two kinds 
of models of use of U.S. universities in developed countries as technical 
resources. One is a management-consulting model. The universities have 
applied that model not only in the health care area. The best of the 
universities, and not only in technical areas, have faculty consulting 
outside the university a day cz two a week to bring some money in. It 
has become a very widespread phenomenon. 

These are pure management-consulting, fee-for-service kinds of 
activities, essentially. Sometimes, there is really an effective 
relationship between the developed country universities and the less 
developed countries; sometimes it is with other universities, other times 
it is with users, and sometimes it is with the government directly. 

The collaborating institution model, which is a university-user kind 
of technical assistance model, is another way of doing that. It is almost 
always a developed country institution and a less developed country 
institution — a university-university arrangement — that generally requires 
some outside long-term funding from some third source and facilitates 
exchanges that run in two ways. 

The distinction in the strategy, the mentality, the mindset, the 
evaluation criteria, the generalizability, etc., is very, very important, 
because, early on, the collaborating institution models vare the only 
form in which we talked about it. You know, you should have a relation- 
ship with a foreign university, etc. 

But the management-consulting model is getting to be a lot more 
popular, if you really count what is happening. I think it reflects 
partly the economic issues that we talked about and partly the form of 
university commitment. Any individual commitment that can be incorporated 
into the body of the university is okay and, in that sense, is much more 
consistent with the kind of semi-autonomy we give to individuals in the 
system. 
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• As a last comment , other countries give autonomy to the universities 
as a whole. We have not talked about that. That whole concept is not a 
concept with which roost Americans have any real familiarity. When you 
talk about the autonomous University of Mexico, you are talking about a 
level of autonomy and independence, even internally, that makes many of 
the suggestions for how we integrate the system inapplicable. The 
incentives and the structures are just not there. It has to be approached 
from another direction. It is not impossible, but very different. There 
we have a whole different set of issues* 

DR. BOSCH: I want to get back to Andy's question. At the local level we 
stay out of administering services ourselves. All ve do is the R&D 
piece as m&nagement consultants. We give only technical assistance to 
those programs in our local area that are developing primary care 
programs, in their linkages to hospitals, for instance* We do not play 
favorites with Mount Sinai Hospital and require the client to use our 
hospital. Mouns Sinai Hospital is just another client in the area. For 
example, those neighborhood health centers prefer to send patients to 
^ount Sinai for chil£ care, but they send patients to Metropolitan 
Hospital for maternal care. The choices are based on cultural relations 
and openness to primary care as opposed to special care, etc. 

It is very interesting that you posed the question about the 
international arena. We are in the negotiating stage with the Universidad 
Madre e Maestra. They have a very interesting arrangement with the 
Ministry of Health. The two Ministry of Health hospitals in the city of 
Santiago and the eleven health centers are really all run by the Ministry 
of Health, but co-run in some way by the medical school. There lies the 
problem. 

In our preliminary conversations with the university, we have said, 
*We can be very useful to you. We are delighted to make this agreement 
we have already begun. But first, we really have to know if you 
understand the implications of our technical assistance role if you adopt 
it, because that is going to change things." We think that they can use 
our type of technical assistance, specifically in terms of primary care 
development. However, if the medical school is going to continue to be 
the administrator of services, we can only be partially useful around 
very technical issues. If, on the other hand, they are interested in 
applying our technical-assistance modus operandi in another culture and 
another setting, then we can be very useful. They need to define what 
their role is in community medicine. Are they going to run services or 
just assist in their development? 

DR. LIPKIN: We have heard, last night and this morning, that the 
university is, essentially, an extremely pleomorphic institution which 
harbors all kinds of agents capable of various models of change and 
interaction with others outside its borders. But the central thrust of 
the university is that it is academic — that it is concerned with education 
and with the pursuit of knowledge. 
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The reason I am coming back to that is, I think, in hearing about 
these wonderful demonstrations, which really are that, perhaps we are 
overlooking how much we do not know in these areas and how much there is 
to contribute between now and the year 2000 to the knowledge base. 

One of the roles of institutions of higher education which I think we 
should not overlook, because it is ecologically sound, in Dr. Rosenblith's 
term, is that we really need to foster pursuit of new information. We do 
not know what the natural, history is of most of the illnesses in our 
50,000-item icd. We do not know what the needs are. 

We talk about a model, which I think is central. This model says that 
we need to proceed in a population-based way and perform needs assessments 
which are responsive to the physical problems and the cultural and social 
realities in the local setting. But, frankly, we do not know very well 
how to do that. One of the things that, especially our allegedly more 
developed institutions of higher education can learn from other, places, 
which are doing it better than we, is how to do needs assessment and how 
to make education relevant. This is another role, for U.S. institutions 
especially. 

Once we have a needs assessment and have decided on available options, 
that is, effectiveness studies, we need to know about technology 
assessment* These are real, basic research issues. The reason I am 
stressing this is because it makes sense for academics to get interested 
in assessment/evaluation activities. 

I think, also, we need to look at the ecology of the world of 
knowledge, if you will. The world of knowledge proceeds on the basis of 
its literature, by what has been described as the invisible college, it 
is a culture every bit as much as the subject cultures we have been 
hearing about today— without a Gulf and Western, I might add, to keep it 
stable and healthy. I think that one of the functions that academics need 
to consider is ways in which to contribute to a change in that culture and 
to development of more appropriate models* 

I had a patient arrest at 3 o'clock Saturday night. He was 
resuscitated twenty minutes later. He is now having anoxic seizures at 
the cost of a thousand dollars a. day at Bellevue Hospital. I talked to 
the family this morning. We do not know in any meaningful way how to 
make choices about this situation. 

We have some very important roles for academics. We need to have a 
central paradigm of care which is really reflected in the minute-to- 
minute decisions as well as all in the hierarchic policy decisions of 
practicing medical personnel. They need to reflect some kind of 
integrated view, including the psychological and social aspects of health, 
as well as the physical. 
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The theme I am trying to bring in here is that one of the things we 
could do is study these problems ir. the United states. We have some big 
experiments which we ft&ve act imri&sd outsiders to look at very much, the 
HSRA support of family practice and primary care programs. Those are 
some big experiments. 

I was at the Rockefeller foundation at a revisionist time when we 
moved from our history of support of schools of public health, now a 
controversial history— have they become irrelevant or not, or in what way 
are they now relevant?— to a Trojan horse approach, i.e., training people 
yno will get at the centers of action and the centers of power in medical 
institutions, because that is where the change really occurs. 

What I am trying to say is that a major function for institutions of 
higher education is to think about and study how to do population-based 
medicine, to really evaluate it and not simply let it become a new, but 
unexamined ethos, even if it is based on excellent values. I am not sure 
that the link between the values and ethos that we are promoting— for 
example, health education— really is beneficial to the health of the 
population, we need to have that demonstrated, and we need to establish 
in universities career paths, incentives, and respect for those kinds of 
considerations on an academic basis. 



120 



127 



FOURTH SESSION 



RURAL AND URBAN AREA HEALTH EDUCATION CENTERS 
Moderators - Daniel Masica and Elena Nightingale 

University of North Carolina Area Health Education Centers 
Presenter - Eugene Mayer 
Coromentor - Karen Hansen 

Drew Postgraduate Medical School Urban Health Program 
Presenter - Alfred Haynes 
Commentor - David Miller 



128 



DR. MASICA: . I want to make several introductory comments about m 

— JSS^ 6VOlVin9 " la »-"P °* 'he un^ersSy 

It is interesting to note in some of the commentors- observations th * 
the,e are two concepts concerning the university and the co^unity on" 
concept concerns the responsibility of the universitv tri 5? y ', " e 
the other concerns the relationship bet^ln^e tS&SgZS^* "* 
community. I feel we can gain much insight from what has happened with 
the Area Health Education Centers program over the last decadeT 

Finally, I would just point out that we are proud, from the federal 
perspective, of the AHEC activity, it represents a program whLe federal 
investment has actually been picked up by others, i^w there arflots 
nL«T P J eS °J federal initiativ « that remain initiatives and are not 
in 1 fji 0 ^ f?? 0th6rS t0 C ° ntinue in a -int. nanc. mode. Dr. Mayer is 
lnvL?!° d . P ! S i ti ° n t0 Speak for a P r °9" m that had a healthy federal 
investment but was able to convert to, almost exclusively today with the 

EE?} 0 ? ° f SOme , s P ecial P r °3ect areas, nonfederal resources for 
maintaining, continuing, improving, and developing further? 

is AJ^!J a \, PerSP t CtiVe ' 1 WOuld like t° introduce Dr. Gene Mayer. He 
is Associate Dean of the School of Medicine of the University of North - 

in r ?i« n Lh^i h °J^ * Ppointments in the Department of Family Medicine and 
cLSliflSX S ^ ealth ' He iS current ly the Director of the North 

beginning^ hM involved wit h that activity sincl Us 

The only other item that Gene wanted to share is that he is among the 
cadre of people here who share the experience of having been a Peace corps 
physician at one time. F 
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University of North Carolina Area Health Education Centers Program 

Presentation by Eugene Mayer 

DR. MAYER: I may be the person in this room with the fewest credentials 
for speaking about international health problems. Although I was overseas 
for two years, I have been very little involved with international 
activities since the mid-1960s. 

I should point out that, while I will be describing the Area Health 
Education Centers (AHEC) program in North Carolina, there are at least 
twenty other states that have some form of AHEC activity and, as Dan has 
indicated, it is supported in part by the Division of Medicine of the 
Health Resources and Services Administration as authorized by the U.S. 
Congress. 

The national program has had varying degrees of success. My personal 
bias is that those projects around the country that have been most 
successful are the ones which have most closely followed the AHEC model 
as enunciated by the Carnegie Commission in its report of 1970, as 
elaborated upon in subsequent Carnegie reports of 1976 and 1979. And so, 
Dr. Hamburg, we directly relate our experiences to the work of your 
institution. 

What I would like to share with you is a rather extensive history of 
four university medical centers in one state under the leadership of the 
University of North Carolina (UNC) , attempting to relate the educational 
process to community settings throughout an entire state. At the end, I 
will try to tease out some principles, so that those of you who are much 
more involved with international activities can discuss and debate whether 
these principles have any applicability to universities in other lands. 

You all have had a chance, I hope, to look at the little red book 
which was mailed out. The North Carolina AHEC program might be 
characterized in two ways. One, it is clearly a partnership at several 
levels. It is a partnership between and among governments, universities, 
community practitioners, and community leaders. 

It is also an inter-institutional partnership, as I will try to 
describe. While the program is under the leadership of one school of 
medicine, UNC, actively involved in budget, program, and contracts are 
Duke, Bowman-Gray, and East Carolina Medical Schools as well as every 
school of nursing, allied health, pharmacy, public health, and dentistry 
in* the state. In addition, a host of community colleges, technical 
institutes, and secondary schools are also involved in the partnership. 

The third level of partnership is a multidisciplinary one. This 
program is not for doctors only. I will mention physicians quite often, 
because in our program they are particularly important, both in the 
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delivery of services and in political activities. However, allied health 
and nursing personnel are particularly important to service delivery but, 
unfortunately, are not quite as powerful in the political arena, while 

rn%:r r L t :;x^" di8ciplinary ' our objective is to become increas 

The partnerships of these various groups were created in order to 
bring to pass a statewide program designed to bring to each and every 

VHSSiSL Ln^ th 4 Car °i ina ^ hC academic P rocess ^r students and medical 
residents, continuing education opportunities for professionals, and a 
range of technical-assistance activities for practitioners of all types. 
The overall social goal behind this program is to overcome the mal- 
distribution of resources in our state and to maintain the quality of 
human resources that are developed. 

I was asked to give a quick description of the population that is 
served. The State of North Carolina is the fourteenth largest state in 
land area and the tenth largest in population, with six million people. 
Iw is the second most rural state in the United States and forty-second 
in per capita income. For that reason, perhaps, some of our activities 
may have applicability in the LDCs. 

It is a state which, despite its relative poverty, has a rich history 
of supporting higher education. We rank fourth in the nation in per 
capita income devoted to health education at the higher education level. 
Without that support, none of what I describe would have been possible. 
Whether that pertains to other states or to other nations is something I 
cannot comment on. 

Yet, it is a state which, in 1970, had a primary health care delivery 
system with a serious maldistribution of physicians and all other types 
of health care manpower. We had an aging practitioner population with 
serious concerns for quality attendant to that aging and grossly 
inadequate linkages between primary, secondary, and tertiary care. To 
overcome these problems, our state adopted two basic strategies at the 
highest level. By highest level I mean our legislature, our governor, 
our universities, our medical societies, and our hospital association. 

One was a service strategy. We set up an Office of Rural Health 
Services, which has been an excellent program that has taken state dollars 
to build rural primary care centers in at least thirty towns of North 
Carolina, coupled with a recruitment strategy for physicians, nurse- 
practitioners, and others from around the nation. 

That service strategy was complemented by an education and training 
strategy which has a statewide focus to it. The components of this 
strategy are several. Some are those which many of your states also have 
adopted, such as increasing student enrollments, recruiting minority 
students,, etc. There is nothing very special about these; many states 
have adopted the same objectives. 
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A major part of our education and training strategy was to 1) educate 
and then distribute widely the nurse-practitioner , persons who are now a 
very important part of the primary care system in North Carolina? 2) to 
•train the general physician, and by that we mean general medicine , general 
pediatrics,, and family medicine physician; and, finally, 3) to develop a 
system that I have the pleasure today to direct, which is called the Area 
Health Education Centers system, a system of education and training that 
was in part developed to help carry out all the other strategies I have 
already mentioned. 

Our Major Accomplishments , From the perspective of the community, I 
think you will find that throughout North Carolina there is a general 
feeling that we have made ' significant improvement in the geographic 
distribution of physicians and other health manpower and, in particular, 
in the balance between generalists and specialists. In a nutshell, we 
have helped make primary health care easily accessible to all citizens in 
their local communities. 

The second accomplishment from the perspective of the community, I 
believe, would be a recognition by the practitioners themselves that 
medical practices in their communities are better. They are better, in 
part, because of the daily presence, now, of the educational process in 
all 100 counties of our state. Most practitioner o would agree that 
professional isolation has largely been done away with for those who 
would like to participate in the extended academic/community 
relationships. 

The third accomplishment from the perspective of the community, I 
believe, is a great appreciation of the university for its help in both 
shaping the state policies that led to the programs and in carrying out 
many components of the initiatives that were a part of the 1972-74 
strategy. There is no question in my mind that our universities in North 
Carolina are viewed now less as ivory towers but as no less devoted to 
excellence than they were a decade ago. 

From the university perspective, the major accomplishments, perhaps, 
would be true enthusiasm amongst most of the faculty in the health 
sciences for a- role in shaping and now supporting a system, in other 
words, I think that this has helped our faculty grapple a bit with its 
social significance in a changing economic and social environment. 

The second thing from the university's perspective, I believe, is an 
appreciation of community problems to a degree that I do not think the 
university had before and a translation of these problems into significant 
curricular change in all our health science schools, into research 
strategies, and, in fact, into alterations in academic governance. I 
believe that the program has helped us blend functional competencies with 
a scientific base of health practice. 
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From the perspective of the program, the accomplishments perhaps are 
two. one is that we, in fact, now have a statewide classroom and, 
increasingly, a statewide laboratory. I will spend the rest of this 
portion of my presentation describing this to you. 

The second accomplishment from the perspective of the program and the 
program director would be that, although we have created a structure that 
works in one state, we believe that there are principles that can have 
in P ttSe a woridT *" ° thei StatCS in country and P°ssibly even elsewhere 

» m „^ r ? em ??; 8 S e S ? me ° f thC thingS 1 have alread Y 8"°' our program is 
a multi- institutional partnership based on work statements, contracts, 
and budgetary flow on a state-wide basis which involves all of our 
university medical centers, all higher educational institutions that have 
any health-related programs, each major community hospital in North 
Carolina, and public health and social service agencies, as well as all 
progessional practice organizations. 

The basic educational objective behind this program is the 
decentralization of health education: medicine, dentistry, pharmacy, and 
public health education. Our efforts have been directed toward 
rationalizing and improving the regionalization of nursing and allied 
health education; medical residency training programs, in particular, 
family medicine; and continuing education for all types of health manpower 
in the communities where they live and work. This objective includes 
providing technical assistance and professional support systems for all 
types of health manpower. 

The goals of this program depend a bit upon the perspective of the 
person to whom you talk. This is one of the reasons why the program has 
had some success. Everybody sees something in it for himself. For 
students, residents, and other forms of learners,— and they are obviously 
our most important clients— the basic benefit is clearly the curriculum 
enrichment in primary care. 

Community-based full-time faculty and community practitioners add to 
that exposure. These teachers also show students that the full-time 
faculty back at the university are hot the only people with real 
knowledge. So, it has been an enriching experience for students to work 
with competent community-based full-time faculty and practitioners. 
Twenty-five percent of all private physicians in North Carolina teach in 
the program voluntarily every year. We have approximately seventy full- 
time tennre-track faculty now living and working at regional centers. 

The other thing it has done for students and residents is, obviously, 
to expose them to opportunities for community practice and, while 
learning, to give service in a community setting, in fact, our retention 
of students and residents has increased dramatically in the last decade. 
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For the practicing physicians the reward is an improved environment 
for practice which comes from regular exposure to students and residents. 
In addition, physicians also have better access to well trained allied 
health professionals; I emphasize "allied health professionals" because 
we believe that although our task was to improve the distribution of 
physicians, that one of the reasons for the maldistribution was that 
doctors do not prefer to practice where there are no radiology techs , 
where the nurses are poorly trained, or where there is no physical 
therapist. The program relates to all. 

Practitioners have become the teachers who help translate new 
information— from regionalized professional support systems and from 
technical Assistance and consultation they receive on a daily basis, and 
from regionalized formal continuing education programs quickly to the 
ccSgBunity practice setting. 

For the community and its political base, the rewards are improved 
opportunities for community residents through recruitment and increased 
retention and distribution of health manpower of all types, in part due 
to the above activities. 

The reward of this program from the university's perspective is to 
have th* university firmly and permanently in the community. First, the 
community is enriched by the presence of the academic process. Second, 
the curricular and research agenda can be enriched and broadened by 
exposure to community problems. This interaction with the community 
takes place in a manner which recognizes that the program cannot cause 
academic standards to be sacrificed. These standards continue to remain 
under control of the faculties. This has not seriously compromised the 
efficiency of service delivery in the community. I can tell you that 
over the years, we have had lots of problems and challenges related to 
both academic standards and community involvement. 

Specific Accomplishments - Accomplishments are in four categories. 
They are: 1) organizational activities, 2) decentralized educational 
activities, 3) regionalized educational activities, and 4) community 
impact in terms of physician supply, distribution, and related matters. 

Under organizational activities, our most important accomplishment is 
that we actually have developed a network in our state. We have a state- 
wide system of education and training which is based on the existence of 
nine regional education and training centers, covering the entire state 
of North Carolina. 

Each AHEC can be described as a physical building. The state put up 
capital dollars for us to build excellent educational facilities at the 
nine centers, and you will find all the things you find at an academic 
medical center, but in a smaller version. You will find faculty offices, 
classrooms, conference rooms, clinical family practice and general 
medicine training centers and, most importantly, excellent libraries, 
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with all of the modern MEDLINE and other kinds of tools that we have come 
to appreciate and respect at the academic center, 

Our style of operation, the system i%€*lt;. t the network itself 
might be characterized as a bridge. Tht MiEC program, as I said earlier, 
is not an academic program. We control no academic programs; the 
faculties and schools control the programs. We control no service 
delivery aspects; communities do. Our purpose t% £Q $ct as a bridge. We 
are a bridge that people walk over in both directions— learners, faculty, 
practitioners. In that sense we are a passive structure, as a bridge 
would be. 

On the other hand, we are a special kind of bridge because we have 
mechanisms for motivation — for helping to make people want to cross over 
the bridge. Those mechanisms are clearly in the form of incentives. 
Dollars are an important one. Status and public relations that come from 
the demonstrated program accomplishments are incentives to crossing the 
bridge. In fact, that is really about all we are in our state. 

The network enhances the programs of our medical schools. Many U.S. 
medical schools had affiliated hospital programs in the sixties and 
continue to have "them today. They send a few students for rotations, 
maybe a resident, perhaps some faculty for continuing education. The 
Carnegie Council concept was to create a new institutional form based in 
a community hospital, not a satellite of the university, but a community 
corporation which, in fact, becomes like a regional campus, though not 
owned or administered by the university. The hospital works with the 
university on contract through a mutually agreed-upon scope of work. The 
hospital has university faculty based in it. Some of these are university 
employees. 

There are four medical schools in our partnership: UNC-Chapel Hill, 
Duke, Bowman-Gray, and East Carolina. Each of these has an active 
partnership role, three of them working with one Area Health Education 
Center on a daily basis, and the UNC School of Medicine working with the 
remaining six centers. 

The remainder of the relationships and the affiliations flows from 
nursing, pharmacy, dentistry, and public health, according to where they 
are located. 

We have developed decentralized medical education activities— a 
statewide classroom for medical students from all four schools of 
medicine. About ten percent of the clinical education of the students of 
Duke, Bowman-Gray, and East Carolina occurs in AHEC settings. About a 
third of the clinical training of the medical students at uNC takes place 
in AHEC settings. I have to be quick to point out that the bulk of this 
training, 80 percent, is in community hospitals where we have full-time 
faculty. Twenty percent is through preceptorships or in smaller hospitals 
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where there is no full-time faculty* So this is not just a preceptorship. 
program, although the preceptor ships are an important part of it. 

Again, medical education is only a very small piece of this program. 
This map is designed to show you that nursing, pharmacy, public health, 
dentistry, and allied health are also using the statewide classroom 
approach in almost every county, every' day of the week. Students of one 
type or another are studying and learning through these relationships. 

The exciting thing, as I have mentioned before, is that we do have 
full-time faculty in certain locations. The most exciting part is the 
degree to which community practitioners in nursing, public health, 
pharmacy, medicine, and all health care fields have embraced this program 
and the opportunity it gives them to teach and, in fact, to keep up to 
date • 

I do not have data or slides to show you, but medical residency 
training has been a particularly important part of this program, important 
because we have primary-care residency training now in each region of 
North Carolina linked to at least one of the schools of medicine. The 
most important message that comes out of the primary-care residency 
training is that that experience is where the bang for the buck is, at 
least in terms of physician distribution in our state. We retain 80 
percent of the residents who are trained in AHEC settings, and 50 percent 
of those are retained in towns of under 5000 people. That, in part, 
accounts for the fact that we no longer have serious maldistribution 
problems in our state. 

We not only have extensive education and training opportunities for 
students and residents, "but we have clearly become a statewide mechanism 
for the dissemination of continuing education. There are many aspects to 
continuing education, and I want to highlight what has happened to us, 
because I certainly would not have predicted that this is what we would 
be doing when we got into this program several years ago. 

If somebody had asked me several years ago what continuing education 
is, I would have said, "Well, a faculty member goes out for the evening, 
gives a one-hour talk, and comes back home." in fact;, we do a lot of that 
and probably always will. That is how we started. That was the mechanism 
of trust that built the Relationships between us and many of the com- 
munities — the fact that faculty members were willing to go out at night 
and do things like that. 

We quickly discovered, as most of you in the room have discovered, 
that that is not necessarily the most effective mechanism for translating 
information. Continuing education for us now consists of between 3000 
and 4000 programs a year for upwards of 100,000 participants. What that 
sort of statistic does not tell us is that we have gotten into both formal 
and informal continuing education programs. 
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By formal continuing education, I mean things that clearly take place 
in a classroom, things that can be counted. Perhaps the most important 
kind of continuing education we have gotten into is the less formal. It 
is what you may call regional technical assistance. I have already 
described an AHEC as a building with a full-time complement of medical, 
nursing, dental, pharmacy, and public health faculty. In Charlotte or 
Asheville or Greensboro, North Carolina you find a full-time complement 
of faculty in the buildings. They not only teach students and conduct 
formal continuing education, but their jobs are to be out in the rural 
counties that surround their regional centers on a daily basis, getting 
to know the people who live and work and practice their professions in 
that region. 

So, as an example, there is no director of nursing, even in our 
smallest hospital now, that does not have somebody to turn to in order to 
have a question asked or answered. A formal request like, "Help me set 
up a program for my nurses on management of the diabetic," we all 
understand, what we did not expect was that we were going to hear 
comments like, "I was a good nurse and they punished me by making me the 
nursing director. I do not know anything about management. How do I 
recruit? How do I set up a staffing plan? How do I write a budget? How 
do I keep a group of nurses happy? How do I deal with doctors and 
administrators?" 

These kinds of questions, now on a daily basis, get answered or at 
least assisted by the regional faculties. I do not believe there is a 
community hospital or health department or social service agency in the 
state to which you can go today where the practitioners would not tell 
you that the regional support system is very important for. them. So our 
continuing education is formal and informal— one hour, one week* 

We now have full degree programs off campus. Each B.S. -granting 
nursing school in the state now is being supported by us in conducting an 
off-campus BSN program for registered nurses. Those programs are taking 
place in six to eight regions right now. There are also off-campus 
Masters Degree programs in nursing for community college faculty who look 
to us for help in being upgraded. 

The off-campus Masters in Public Health is available in at least two 
places. It takes three years and the students get the same degree they 
would get on campus. The faculty find the off-campus students to be 
refreshing and stimulating, perhaps because they are all holding full-time 
jobs. Those are some of the dimensions of our continuing education 
programs. 

Concerning the patterns of physician distribution in our state, during 
the time periods from 1968 to 1972 and from 1972 to 1978, our state had 
more of its counties showing a decrease in the physician-to-population 
ratio than the the total of those that were stable and those that were 
improving. 
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This situation in our state has completely turned around in the 
physician-population ratios. Ws now have only two counties that are 
showing a worsening situation. We are far from finished with our work, 
as many of the counties still have serious deficiencies. The exciting 
and important ttu.*g to us is that they are getting better. 

I c x an also p ,5.nt out that if one compares our most rural counties 
with the average of the physician-population ratio for comparable rural 
counties of the United States,, t&at, over the tiwg period that the 
multiple strategies in our state have been in existence — rural health 
services, AHEC, family medicine, etc. — we have crossed the line of 
deficiency and are actually improving at a rate that is somewhat faster 
than the national average. 

In an effort to tease out some of the principles behind our program, 
I would like to offer the following. There is an overriding principle — I 
will give principles in perhaps four categories — the overriding one is 
that T e strive on a daily basis to keep our agenda straight. 

We are an education and training program; we are not a service* 
delivery program. On the other hand, we are not an academic program; 
that resides with the faculties in the schools. The agenda or the purpose 
of this program is to recognize everybody else's agenda. They have told 
us that they at least think they can do their work better by doing it 
together with us. This relates to some of the questions we were 
discussing this morning, that in some ways we are not a program that is a 
clear blend of education and service. We are one that brings the 
educational snd service institutions together ♦ 

Organizational Principles .. This is a voluntary program; yet, every- 
body chooses to participate. It is based on incentives — the incentives I 
briefly mentioned c Money is an important one. We have had some federal 
funding, for which we are appreciative, of course. That was the catalyst 
for this program. Cur state funds the program to the tune of $22 million 
a year, and there &re $12 million from the community in the program. 

Yo\x might say, "Well, it is easy to get participation when you have 
that kittd of money." It is true; it is. On the other hand, the money 
came only because of the willingness to have the participation, and we 
then translated that politically into getting the money. So it depends 
on how you look at it. Status and public relations for the institutions 
is an important incentive and, I think, increasingly we are beginning to 
recognize that. 

Another principle under the organizational ones, I would say, is that 
a program like this requires an institutional commitment and a govern- 
mental commitment. It requires both over a long period of time. There- 
fore, the top leaders must be involved, people like governors, presidents 
of the state senate, speakers of the state house, presidents of 
universities, deans, chancellors, hospital directors, trustees, medical 
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staff leaders, medical society leaders, and county commissioners, in 
particular, in our state. Somehow we have managed to mold and shape that 
kind of confederation. 

The fourth principle we have learned is that it must be built upon 
the established institutional structures and reflect established 
institutional missions and agendas and, in fact, do nothing more than add 
a complementary agenda to those missions. 

Educational principles that undergird our program are, first and 
foremost, that we must help practicing professionals and other health 
care personnel with the kinds of questions and problems they want to 
raise, not the kinds of questions and problems that faculty think they 
ought to want to raise. That is not easy to do, and we are not always 
successful, but we try. 

Other educational principles include those of decentralization and 
regionalization. Those are different as many of you know. Multi- 
disciplinary considerations are critical. Increasingly we are finding 
ourselves doing interdisciplinary things. Another principle is that our 
programs span the continuum of education. We believe that if we did not 
do that, we would have a less effective operation. We also span the 
continuum between formal classrooms to consultation and technical 
assistance, as I mentioned. We span activities that range from the 
clinical to the management world of practice. 

Finally, the most important principle, perhaps, is one that relates 
to continuing relevance and survival. Someone asked, "Is a program like 
this still needed -in the era of a putative physician surplus?" I do not 
know what the answer to that question is in terms of how others might feel 
about it. We believe, but we are biased, that there will always be a need 
for the kind of university-community relationships that have developed 
through this program, regardless of the state of development of any 
profession. We believe that a program such as this will survive in a 
state such as ours, including surviving in an era of surplus, if we can 
continue to be a source of professional stimulation and relate our 
programming to tomorrow^ needs as perceived by health practitioners in 
our state. We believe that as long as there are people taking care of 
people, there will be a noed for a bridge between those who teach and do 
research and those who primarily practice. 

We have made some dramatic evolutions in our own programming. At 
present, we are developing a parallel structure for the whole mental 
health system in North Carolina. We are getting increasingly into major 
efforts in helping health manpower in all sorts of agencies deal with 
problems of the elderly. The School of Public Health is becoming an 
increasingly important partner in health promotion and disease prevention 
activities. 
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We are building bridges now with many important industries in our 
state to deal with occupational and environmental health issues. This 
will probably have some impact on our financing also. Then there is a 
whole series of management issues that relates to the changing patterns 
of medical practice — DRGs and all the other things that people turn to us 
to help interpret. 

So it is in that context that we had a good time getting this thing 
started. We think it has withstood some tests of time. There are a lot 
of reasons why the University chose to get into this. A cynical view, of 
which there are several and all real, is that it was designed to prevent 
the creation of another state-supported medical school or that it was 
designed to educate the large number of students that were already on 
campus. There are those who say that it was dictated by the state 
political process. In part it was, but that was after we proposed it. 
It was also viewed as a way to get money into the school. It has 
accomplished that, but for a specific program purpose. It is also said 
that it protects the referral base of faculty in their relationships 
around the state, and it does. 

There are many other reasons, however, depending on the faculty 
members with whom you talk, that led our University to get into this kind 
of program. Health manpower development is a part of the stated mission 
of our School of Medicine, and this program is one expression of that. I 
like to believe, and there are enough faculty who will testify to this, 
that the activities are, in fact, perceived by the majority of the faculty 
to be consistent with the basic educational philsophies that they hold for 
primary care and community medicine. 

Finally, these kinds of activities have established and expanded the 
research agenda of our faculty in a way that no one dreamed possible at 
the beginning of the program. There is community-based research and much 
more community-based clinical epidemiologic research. In fact, for those 
who are primarily biomedical scientists, we are finding that the community 
service agencies and their access to patients and community collaborators 
have served to help stimulate and expand other opportunities* that are more 
traditionally NIH-research-supported programs. 

DR. MASICA: I am pleased also, to introduce Karen Hansen. Her 
educational background is in economics and political science. For close 
to two decades she has worked with manpower development activities. For 
the last seven years she has been with the University of Colorado and has 
been a key person in AHEC activities in Colorado. She is Director of the 
SEARCH program and reports to the Chancellor for Health Sciences. 

Comment by Karen Hansen, University of Colorado Health Sciences Center 

MS. HANSEN: I want to join several of the other speakers in saying how 
pleased I was to be invited here to share with you some of our experiences 
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in community development. Pot those of you who have not come to ski with 
us or sight-see in Colorado, I have drawn a handy-dandy free-form map. 

You may be surprised to know that Colorado is approximately 40 percent 
plains, which is to -say flat like Kansas, and about 60 percent mountains. 

clnlll is/" Centei ° f the State and that is where ^ Health Sciences 

The state has a population of about 3 million, 20 percent of whom live 
in rural areas. We define rural as those areas where people live in 
communities of less than 2500 population or in no community at all. So, 
"L^T 6 9t>t a PP roxim ately 600,000 people in the state in those areas, in 
addition, we have a number of very, very small communities, 10,000 and 
under, that are scattered throughout the state. 

The major population band in Colorado runs right along the eastern 
edge of the mountains. The Denver -Color ado Springs metropolitan area and 
Pueblo, a community of 100,000, are in that band. There is no other 
community in the state as large as Pueblo outside of the Denver 
metropolitan area, so it is really a very rural state. 

Our AHEC is patterned significantly like the North Carolina project. 
We started in 1976 with « major visit to the University of North Carolina. 
?5^4 P ? e ! ident ° f the Univ *"ity of Colorado, a couple of regents, a state 
legislator , and the Chancellor of the Health Sciences Center went to 
Chapel Hill. The North Carolina pattern, together with the Carnegie 
recipe for the state, suggested that we should have three AHECs in 
particular communities. We decided to establish four, which included the 
three communities designated by the Carnegie report, although we arrived 
at that decision independently from their recommendation. 

Our AHECs are private, nonprofit corporations. They are not sites or 
extensions of the University so to speak. They are completely separate 
in an organizational sense. Our program is also highly multidisciplinary, 
as is the North Carolina program. We have medicine, dentistry, and 
pharmacy, six allied health disciplines and six nursing programs across 
the state at private and public institutions, at the junior college level 
as well as a the university level, that participate in the AHEC program. 

We will have, this year, approximately 550 student rotations. In 
addition, our continuing education will be around 270 courses with 8000 
participants. This does not begin to approach the North Carolina 
experience, but you need to understand that we have only one medical 
school, one dental school, one school of pharmacy, and no school of public 
health. So, we are not dealing with the really significant kind of major 
university interchange that North Carolina has. 

Nor, to my everlasting regret, do ws have the kind of financial 
support from the state that Dr. Mayer described, whereas, North 
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Carolina's commitment is in the vicinity of $22 "million, ours is in the 
vicinity of $800,000. Now I must tell you that those figures are not 
comparable because the North Carolina figures include family medicine 
residency support, among other things. In the $800,000 that the SEARCH 
program gets, family medicine residency support for our outlying 
residencies is not included. So, if you want a smaller, less expensive 
model, Colorado is it. 

There may be another fact about Colorado that some people do not know, 
and that is in terms of its needs for health manpower. We have sixty- 
three counties in thestate. Thirty-six of those are either partly or 
totally designated as primary-care health-manpower shortage areas. Our 
legislature keeps saying, "Gee, we have heard you say those figures now 
for five or six years. How come you are not fixing it? Why do we still 
have those continuing problems?" 

It will probably be no surprise to you to learn that the biggest 
problem areas that we have are where it is flat. The plains areas do not 
attract a whole lot of health professionals who are into cross-country 
skiing. The health professionals who come to Colorado want downhill, and 
they cannot do that very well on the plains. The shortage area suddenly 
comes to a screeching halt where Durango is. That is a very attractive, 
highly popular community with adequate health professionals, particularly 
physicians. We have a few scattered pockets of need in the mountain 
areas, but mostly it is confined to the plains. 

In terms of accomplishments, we cannot give the impact statistics yet 
that'Gene can, but I will just give you a few process accomplishments. 

Concerning where our medical students were located in '82-' 83. The 
large groups in Pueblo, Greeley, Fort Collins, and Grand Junction, are 
our third-year medical students who are taking required clerkships. I 
say required in the sense that it is required in the curriculum. It is 
voluntary in the sense that the student chooses to go to that particular 
community to take that experience. Others primarily take up preceptor- 
ship opportunities. 

Lest we forget our multidisciplinary activities, the distribution of 
nursing student rotations last year from the six programs that are 
participating with us include the University of Colorado, Northern 
Colorado, Southern Colorado, Mesa College, and Loretta Heights College, 
which is the only private college involved. In the southeastern corner 
of the state, in this Pueblo-Rocky Ford-La Junta axis, which we call the 
Lower Arkansas Valley, there is an associate degree program in a junior 
college. 

There was earlier reference to people staying where they are trained. 
It is from that group of students in that program that we had the highest 
number of folk who were trained and stayed in the same place. 
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Finally, one brief comment on our dental student rotation, which I 
think is a terrific distribution, given that we have only twenty-five 
dental students per class in our program. We have a very, very committed 
dental faculty in terms of rural Colorado. 

In terras of some of the other measures of success* in the time that 
our program has been operational, which has really been since about 1978, 
the number of our medical graduates staying in the state for residency 
has risen from 24 percent of the graduating class to 49 percent of the 
graduating class, we think that at least part of that change, which we 
are very happy to see, is due to the fact that the students have such a 
significant opportunity for training in rural parts of the state. 

We have had multiple funding sources that were absolutely critical 
for this program, including family medicine residency grants which 
supported our residency programs in the outlying part of the state that 
preexisted the AHEC. We have nurse-practitioner and physician assistant 
grants and special project grants for preceptor ships, which also preceded 
the program, we have essentially the same principles, by and large, that 
North Carolina has. 

However, in addition to the difference between th* two programs in 
the amount of money, we do not have full-time local faculty. All of the 
medical, nursing, and dental students, whose rotations you saw indicated 
on the slides, are taught by volunteer, community practitioners. There 
is no full-time university faculty at any of the community sites. 

We believe that in terms of the future, the AHEC program will be 
known, as it has been in the past, by adaptability to the current issues 
in the state, The aging issue is very important in Colorado, issues of 
finance and continuing support for ediK M ion for allied health personnel 
are important also. 

I would like to make a couple of comments about governance at this 
point, m 1972, when the first opportunity presented itself for Colorado 
to participate in an AHEC program, we did not. in 1977, five years later, 
we did. Something happened in that intervening time. One of the things 
that happened was a rising interest in the state in rural health issues 
on a variety of fronts, including the legislative side. There was a 
series of rural health conferences that the University was only 
peripherally involved with. 

The regents of the University are elected, so they are politicians in 
one sense of the word. We had one from a rural area in southeastern 
Colorado who happened to be the editor of the local newspaper. He was 
determined that the medical center, which had that name at the time, 
would become more supportive of and responsive to rural health issues. 

When it came time to recruit a new chancellor, he made sure that the 
regents wrote into the job description for the chancellor that one of the 
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things the chancellor would do would be to increase the outreach from the 
medical cetttsr into the rural areas. The overall interest from a variety 
of persons in the state , together with recruitment of John Cooey as the 
chancellor r had a real impact. 

Now you have to realize that I have worked for Chancellor Cooey since 
1977. I see feim as a very critical part of the program, in terms of its 
past development and its continuing development. I was asked last night 
what the role oS our University President has been in terms of 
organizational commitment, in the seven years of our AHEC program, we 
have had two people in that position. The first one, in the critical, 
early development days, did not get in the way. He did not carry a banner 
of support, but he did not say, "That's the craziest thing I ever heard." 
The second person, who is in the position now, President Arnie Webber, has 
been supportive, but I would say, is not a major leader of this particular 
activity. So John Cooey is still in place and, i think, has had a major 
impact on the fact that we have existed and do exist now. 

Whether or not we will continue to exist, I will report to you in a 
few weefeti* when we learn the outcome of the current legislative session. 
This yea* She program is running on about $1.1 million, it appears that 
we will set $800,000 for the period that starts July 1, 1984, so there 
will be some retrenchment, it will probably be on the organizational 
side. I can say to you, because the AHEC directors are not here, that we 
will probably have fewer than four AHECs after July 1, but we will do 
everything in our power to keep the program activities going. 

I cannot emphasize strongly enough the notion of working with the 
communities. Andy Nichols made reference to his scars in his presentation 
earlier. We got literally beaten up once. I am sure we could compare our 
scars. 

We have some terrific ones from the earlier days of the program, 
having community people say to us, "You haven" t been out here in a 
hundred years, what are you doing here now? You must be coming to steal 
patients." The idea that I heard mentioned earlier, that the university 
should go out and build clinics in order to build up referrals, was an 
expectation that raised a high degree of skepticism among the community 
folks when we appeared. They thought that that was what we were going to 
do. We did not do that. 

We have the communities with us, but we had to go through an enormous 
battle — getting rid of old baggage, skepticism, and lack of trust — to get 
where we are today. We also, as North Carolina and other universities 
have indicated, have a much calmer sort of relationship now between the 
communities and the university, although certainly that tension may never 
completely disappear • 
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Discussion 



DR. MASICA: We will allow some time for discussion, but we are running 
behind. Just one quick observation in relation to the concept that AHECs 
have really served as coordinators of multiple strategies — we certainly 
have heard about the term "pleomorphic." The educational focus versus a 
service focus is consistent with the theme of the role of universities. 
With that, we will entertain questions. Dr. Laidlaw? 

DR. LAIDLAW: Both of the very interesting projects that have been 
presented this afternoon have described continuing health professional 
education programs, actual and potential. This could provide a marvelous 
opportunity for study of the effectiveness of such programs, not just in 
terms of whether the health professionals are educated, but whether they 
are educated in such a way as to change their clinical behavior and 
influence the outcomes of patients » A good indicator condition is 
hypertension. Have such continuing health professional education 
evaluation projects been launched in association with these special 
service and educational projects? 

DR. MAYER: Not in our state. I agree with you that it provides the 
framework for that kind of study, but this is a delicate issue. Once a 
person is in practice and is no longer our student, how does one examine 
his or her practice in a way that is not threatening or offensive? 

There are some people in our Department of Epidemiology in our Health 
Services Research Center who have an interest in those questions. There 
is at least one community now where hypertension is actually the target 
indicator. We are being bold enough to build on some of the relationships 
we have already developed to start to look at that particular question. 
But I do not have anything to report to you today. 

DR. MASICA: It is interesting, both in Colorado and in North Carolina, 
that there are starting to be international dimensions to their 
activities. Both speakers have reinforced the idea that it has taken 
nearly a decade and, in the case of North Carolina, over a decade of 
activity to feel comfortable about knowing the needs of the communities 
that they serve, before they were willing to make the type of investment 
that offers experiences and sharing on an international basis. 

DR. MORGAN: I was interested in the process. I think these are really 
two fascinating examples of total outreach. Within that, there is a 
question, if I understand. Karen, you said the Colorado legislature has 
not authorized funding, whereas in North Carolina it has. I wonder, in 
North Carolina, how did you go about doing that and are there any lessons 
learned for others? It seems to me that unless you get that political 
commitment clearly translated to financial commitment, it is an uphill 
battle. You are saying that in a few months it might all fall apart. 
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MS. HANSEN: I need to offer some clarification. We do have state support 
and have had since the second year of operation. We do not have the level 
which we had at first. The combined budget, for example/ a year ago was 
$1.5 million. This year it is $1.1 million. It is likely that the 
1984-85 budget will be $800,000, starting July 1st. Those are 
appropriated monies from the general fund of the State of Colorado. 

DR. MAYER: When those with whom we are talking ask how much our program 
costs, and I say the state budget is $22 million and the local budget is 
$10-12 million, everybody very quickly says, "Well, we will see you, as 
there is no way, with 10 cents per person or a dollar per person, that 
our country, or another state even, can afford a program like yours." 

You have to factor out the parts of the program and find out what 
that money really does. It would not take that much money to implement 
the principles, if you structure the program differently. We have full- 
time medical faculty, seventy of them. If you multiply that by an average 
faculty salary and "fringe benefits, you have taken care of a reasonable 
chunk, if you factor out pay for 300 primary care residents at $15,000 a 
piece, you can subtract $4-1/2 million. There are ways to make the budget 
look more realistic. 

In terms of why we get money, regardless of the level, I think we get 
it for several reasons. First, there was a generally accepted definition 
of need that institutions, practitioners, and government all shared about 
the time we were getting this program started. 

We proposed a strategy that had everybody in it. There were some on 
our faculty who said, "Why are we working with Duke?" or "Why are we 
talking to Bowman-Gray?" and "For heaven's sake, we have been fighting to 
prevent the building of a new medical school; why should they be a part of 
this program?" 

The answer is, if you do not have a statewide program, everybody in 
the state is not involved. We fought long and hard to have that accepted. 
We then got work plans from everybody in advance of budget. We reduce 
budgets when work plans are not fulfilled. We also worked with the 
trustees at community hospitals. Those are the people, in addition to 
professional associations, that need to be involved because it is in their 
institutions and in their communities that we are proposing to work. 

Somehow we packaged that during the course of a couple of years in 
such a way that we changed what had historically been a cacophony of 
voices to everybody sort of saying the same kind of thing to the general 
assembly. Very quickly, in the political arena, that translated into 
support. Part of what I do as a program director, regardless of the 
agendas of the institutions, is to keep these people in harmony. For the 
most part, it works, because the program serves all their agendas. It 
seems to me that principle transcends geography. 
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X'ooinf to ! ^ MS * HanSCn SkiPPCd li9htly OV6r the fact that budget 

you? i-L^i C * " tat 1 hCar in that iS that a " ^ to lose 

your federal money, is that because AHEC is going to disaooear at th. 

funSfi J i ' bU ? the " a " sevetal that the programs are 

funded, and one of them is by the U.S. Congress. 

It seems to me, whether or not the administration wishes it would 

tie a ?wT^c h D r JrL h H VC V CSted interest « 1 would like to hear from 
and T Program directors what they feel about programs being started 

levef bntTf 'v, T haVC d ° ne W ° nderS t0 kee P the fund ing at the locai 

l^lU w^ Wha ab ° U - St ^ eS that cannot? "hat about losing your 

money? what do you intend to do about that? 9 your 

MS HANSEN: We started our request for state funds early on. I would 
say to anyone that is starting a demonstration project that they hone to 
r in V heY had bCtter 9et thCir foot in t*e state hoJsfSe minuS 
tSSlS^Lt y r ar ? 9 ° ing t0 d ° somet hing and not wait until the third or 

state oTJ i T th ? n t0 trY t0 translat « °r transfer to the 

state or a state-local combination. We worked with the state before we 
ever got federal funds. We sent the legislature a position papLand 
wm'be funded 1 wea re planning on doing. Here is how we Sink it 
will be funded Here is what a five-year budget projection looks like. 
Here are some of our projections." 

As far as the AHEC money is concerned, it is my pet^fUcn. and I 
»i?J a i«i y *J nVite Conunent by my coHwgues on this, that program 

disapp^arfd ?n Car, t ^ l*?™ ^ the COl ° rad ° money has 

disappeared, in fact.as of September 30th, has to dc with the nature of 

the funding cycle that the government has established, so that t irn„u, e 

?nd V s^e be e 9 „c^° 9 t r, l0n9 1 COUld " t " ,t l ° ■■"^HlSS m"' 1 " 
and, sure enough, the day comes when it is no longer. 

t oda v h !/i aS ° n i th r 1 thlnk WC conti ™ e to have an active federal program 
today is largely due to the effectiveness of using the North Carolina 

??,n^n° n 3 na \ lonal scale « Gene oan speak to the question of federal 
funding more eloquently than i- in dealing with the political process 
nationally so as not to end with the budget level at the President's 
proposed mark. We have always had the congressional budget level in the 
past, and I think we fully intend to continue that. 

DR. MASICA: I will make one final comment before I turn it over. A s a 

frfm r tL Pa C1P T' 1 W ? Uld d6fer t0 otners about Possibilities coming 
from the congressional side, but this year, from ^administrations 
side, we have started a new cycle to stimulate new AHEC activity, the 
first since 1979. We feel that as in any effort there has to be 

KiSSS 1 .; : ? oc :i n ?eve f i? ew - start funding to enable * eople to take 
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We found that in this cycle there is interest in some programs that 
had never been explored. Over the last decade, because there is an 
evolution in the universities and a number of other areas, they really 
are trying to look at some of these issues at a statewide level. 

DR. MAYER: I do not know that I have much to add. I think that Congress, 
much like our legislatures, hears from states that have programs and, for 
the most part, hears positive things, not only from program directors, but 
from people in the field. It is for that reason that the authorizing 
appropriations committees have, despite OMB and administration 
perspectives over the years, maintained high levels of appropriations for 
this program. 

DR. RYAN: Of both Dr. Mayer and Dr. Hansen, the question I have is, 
"From the discussions we have participated in up until now, how do you 
relate the AHEC experience you have been immersed in to international 
health?" I know, Gene, that you said you are involved in some early 
explorations related to Ankara and to Alexandria. I would be interested 
in hearing where you think there are transferable or translatable 
experiences that are going to be relevant in international health. 

DR. MAYER: That is a good question. I am not sure I know the answer 
because I do not deal very much internationally. The bits and pieces of 
conversations I have had would suggest to me that-- and these observations 
may be off the wall — at least in the two countries I have mentioned, the 
health services would be benefited as much as those in our state have 
benefited, especially by the exposure of students and faculty to practice 
outside of the medical center teaching hospital. 

From what I see in both those countries, physicians have obligated 
service — you all know more about that than I do — which turns out to be a 
mixture of primary care and public health. Yet, they are not trained for 
that sort of practice and nobody ever stays in it, as far as I can tell, 
after they have had the exposure. 

These are simple observations. Our experience would suggest that 
giving the students some training and creating faculty responsibilities 
of one type or another in those kinds of settings, whether they are from 
the parent university or some practitioner who is in town— and that varies 
from location to location — cannot help but expand the interest of the 
student as well as that of the physician. The degree to which those 
kinds of practice settings are things to which students will eventually 
go may be directly related to the experiences as well as the external 
.motivating factors. Now that is specifically physician-oriented. 

Our lessons and our messages with respect to nursing education and 
allied health education may be even more important, at least as I have 
begun to learn something about the Alexandria region and a couple of 
provinces in Turkey. I think that people are trained inadequately to 
begin with, in many cases, and then put out into a system where there is 
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almost no professional support for them. I think that the chief benefit 

of a regional education and training center is that there are defined 

foci, whether it is in every province or in one province that serves five 
provinces. 

There are defined foci of faculty, of teachers who are excited more 
by the question of what do I do to help that community practitioner do a 
better job than by some of the kinds of traditional academic questions 
they get asked back at the base university. I think that may be an 
important part of this. It is a way of having a regional faculty that 
has clinical and educational interests as opposed to only research 
interests. Those interests become a bridge between the practitioner and 
the basic research oriented people. 

DR. MASICA: Dr. Nightingale, we are going to hand the baton to you in one 
more minute. Dr. Bosch, you had a comment you wanted to make earlier? 

DR. BOSCH: Yes, I was thinking about the applicability of this to the 
functional scene. I was keeping the Dominican Republic in mind — a small 
country. I think it is veiry applicable as a model, for example, as a 
national health strategy. The coming together of policy-making bodies 
like the ministry of health, manpower-producing organizations such as 
medical schools or associations of medical schools, and the providers of 
care itself would be a very interesting model to emulate in a smaller 
country. 

DR. MASICA: Dr. Nightingale is moderator for the next session. 

DR. NIGHTINGALE: In a recent article in The Lancet, Stewart summarized 
the essence of the background papers prepared for the Technical 
Discussions of the World Health Organization. He stated that 
universities and other training institutions have as their greatest 
challenge in Health for All, particularly in the developing world, the 
production people who are capable of identifying and tackling their 
country's basic needs for competent practitioners and who have clear 
perceptions of their functions as their country's scientific, 
intellectual, and social leaders. 

Medical schools in particular must adapt to this reality, but as you 
all know, medical schools, especially established ones, adapt very slowly 
(if at all) to change. Sometimes acute community needs arising from 
particular circumstances, such as a crisis, give birth to communities of 
scholars who come together for the purpose of fulfilling these needs. 

Dr. Alfred Haynes will speak about one such crisis. He will speak of 
an example of the role of a new institution of higher education in health 
promotion and training of health manpower for an urban community in the 
United States. This is of particular interest here because of the rapid 
urbanization process going on in developing countries. We are 
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particularly interested in any lessons that- can be learned from what 
Dr. Haynes will tell us that could be applied to these situations. 

Dr. Haynes was present at the conception of Drew Postgraduate Medical 
School; before that he had an exciting and varied career. He is a 
graduate of Downstate Medical Center in New York and of the Harvard School 
of Public Health. He has held faculty appointments in several U.S. 
medical schools as well as in the Medical College of Trivandrum in India. 
He also has served as a medical officer in the U.S. Public Health Service 
on the Cheyenne River Indian. Reservation. He is currently President and 
Dean of the Drew Postgraduate Medical School. 

Dr. Haynes has served on many advisory councils and committees. I 
select for mention, for personal reasons, his very valuable service on 
the Institute of Medicine's Board on Health Promotion and Disease 
Prevention. I was privileged to work with him in that effort. He is now 
a member of the governing Council of. the Institute of Medicine ftnd 
President-Elect of the American College of Preventive Medicine. 
Dr. Haynes? 



Drew Postgraduate Medical School Urban Health Program 
Presentation by Alfred Haynes 



DR. HAYNES: Drew is very pleased to be among the distinguished 
institutions participating in these discussions today. 

We are not a university. We are a postgraduate medical school in 
Watts. I like to think of our school as a developing institution in a 
developing section of the United States. In fact, we often use that 
model. As you know, Watts is best known for the riots that occurred 
there in 1965. 

The riots were the result of a primary-cafe problem. A man 3$$ taking 
his wife to the hospital to have a baby and the police thought feii Vas 
drunk and stopped him. The feelings in the community were so strong 
against the police and their relationship with the community that the 
rumor got started that the police had accosted the pregnant woman. That 
was blown up, and subsequently there was a great riot in which many people 
lost their lives. 

As a result of that, some serious consideration was given to the need 
for a hospital in that area. Until that time the state had taken the 
position that there was no need for a hospital. After the riots 
occurred, they understood the need for a hospital in that area. As the 
hospital was planned, plans were made also for a postgraduate medical 
school. The idea of a postgraduate medical school was a very good idea 
because it allowed us to provide health services to the community from 
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the very beginning, if we had waited for a medical school, it would have 
taken many years before we could prepare persons to provide car Tin that 

I think the most significant part of our experience has been the 

tSSST^t^^T' inte ^ etat *°n, — reinterpreted! I of Tr 
mission. Early in the course of our history, we decided to define as 

wh ch a s 8 ald e thaf;„e\ e JE"' f ° r ^ We ^eloped a s^a^ement 

research in S*! the , SC J°°i was ^ ere to conduct medical education and 
research in the context of service to a defined population and to train 

S'rf ■** competence and companion to Watts and other 

undeserved populations. As you can well imagine, there was a great dell 

«22rv£s,2r statenent educati - - d £ »• 



fo.,r 3" b °° k ' The Sick C^adel, suggests that we ought to have 

research ttoJaaHf l^' ^ educati °n; two should be 

Ac^ua^* wf Mf 88 i h " 6 3 ? d f ° Ur ' Patient care and s «vice. 
incSdes'naL^ Service " in the broadest context, which 

includes patient care. We say that the education and the research should 

Sdlcal'centS? S<!rViCe ' WhiCh inClUdeS Patient care Provided by Jhe " 

I well remember the early discussions about this mission and the 
Sri h ? , a9ain,t this co ^ept. I was very encouraged the morning 
TiZ in T ° U f l0ng r St d ^ussion on this matter, when I pickec u rsome- 
thing in the mail coming from Ben-Gurion University in the Negev. Their 

ni a ht^eL°e ™ '° ^ ™ had been d^cu^i^g Jne 

Tnlrl i ' 1 W6nt t0 my colle ^^« and Mld , "See, it is possible. 

, nH f^ ing cnosen the words, we still, time and time again, had to define 

were dol^^a^tfr * lt in *™* oTJZt™ 

have £S'J?£ t } a consensus around our particular mission, w* 
SSL? ? P ? meanin 9 int ° our statement of mission by the way w 
select our faculty, by the way we select our medical students? ana by the 

£om what III™ Pr K 9ramS * Ind6ed ' We SeleCt ™ * edical students not 
from what they say, but on the basis of what they have done~the 

indications we have of their commitment to service in underserved 
populations. Then when the medical students come to me and say, "Do you 
stJden^- ? CUlty ° n t S e Same baSlS that yoU select the medic^ * 
g7ve m^nina J™ Th ° Se pe ° ple are what ultimately 

understand h ^ m Statement ' ot her people are beginning to 

understand what we mean by our mission statement. 
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We are" still in the developing stage. It is still to be seen whether 
one can develop a successful educational and research program that is 
based on service. Actually, the service has to come first because the 
education and the research grow out of the service commitment to our 
community. That means that service is not a luxury. We think that 
perhaps the most effective leverage the Dean and the President have is to 
be able to relate questions, problems, and decisions to the mission of 
the institution. You can always say, "Is this particular program 
consistent with the mission as we have defined it? Should we be doing 
this or is there something that we should not be doing?" 

Our first step was to conduct an analysis of f /.v» health problems of 
our community to see what the needs were, what the rtrsource.r available in 
that community were, what kind of priorities we should establish, and 
what kinds of strategies we should use in order to address those problems. 
We actually studied the Watts community in comparison with another 
community ir the Los Angeles area and looked at the mortality and the 
morbidity problems in those two populations. We were struck by the 
significant differences — such things as homicide, accidents, and trauma, 
in general. We knew such things as hypertension, infant mortality, 
cancer, and cirrhosis were major problems. 

We did not do the analysis merely for the purpose of determining a 
base line to set goals concerning what the community health status should 
be or what could be achieved during the next ten years. We did have that 
in mind, but that was not our main purpose. Th£ analysis enabled us to 
set our priorities for the institution. We were indeed going to address 
vthe defined problems. They allowed us to know what the institution should 
provide in terms of a well-rounded education end where the deficiencies 
were that had to be provided elsewhere. 

We found the analysis to be extremely helpful. A scientific* analysis 
of the health problems and the methods of attacking those problems, in our 
way of thinking, is one of the important contributions that the 
educational institution can make to the community. 

We soon realized that because of the nature of the population, the 
changing population, that the measurement of where we were ten years ago 
and where we are now is not altogether valid. For example, looking at 
our '80 census, we realize the population has changed significantly. At 
first, we had an Hispanic population of about 20 percent; now that is 40 
percent. That one item changes the analysis of our population 
significantly. 

^ It is, therefore, difficult, with a shifting denominator, to 
determine ftow much you have actually accomplished. But it does not 
really matter. In some cases, the progress is so startling that one does 
not nesd sophisticated measurements or analyses to see what actually 
happened. 
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Going back for a moment to the problem of homicide, a very striking 
example occurred just a week ago last Friday. You must have heard about 
it because it was of national concern. One of the young men whose parents 
died in the Jonestown massacre in Guyana apparently had some mental 
problem. He started sniping in the vicinity of an elementary school. 
Before long r six children were admitted to the hospital critically 
injured. One of the children died. Just a few days ago r when I made 
rounds in the hospital, I saw three of those critically injured children. 
I realized that were it not for the hospital and were it not for the fact 
that we realized how critical trauma would be in that area, and had we not 
developed a first-class trauma center r we would not have been able to save 
those lives. Those children would have been counted among the cases of 
homicide. 

Even though there are many striking illustrations of our successes, 
we have developed sophisticated measurement and analysis capabilities and 
used them, not only for ourselves, but also for others. #a have become a 
repository within the community for health information about the com- 
munity. We have tried to apply that knowledge in the hospital as well as 
in the community. 

In an article published in California Medicine , you can see, if you 
happen to look at it, what our analyses were and how they were applied to 
each department in the medical school. For example, the analysis of 
trauma pointed out the need for an emergency medicine department. The 
surgery department placed a high emphasis on developing a trauma program. 
The mortality problems pointed out by the analyses led the Department of 
Pediatrics, with Ob-Gyn, to work out joint programs in an attempt to 
reduce infant mortality in the area. The Department of Medicine 
established hypertension and diabetes programs. These were not merely 
hospital programs , but community programs which addressed particular 
problems in the community. The Department of Psychiatry established 
programs in alcoholism and drug abuse because of the significance of 
these problems in our community. 

Within the community now, apart from the hospital, we have, over the 
years, developed a wide range of programs. Currently we have 
approximately twenty-five to thirty community programs, some of which are 
not ^mmonly found in a medical school. For example, we have a program 
in adolescent sexual abuse, a preschool program for the children of 
mothers who are working within the hospital, a free clinic that is run at 
the Baptist Church twice a week, a cancer program for the children of 
persons who have cancer called Kids Can Cope, a hypertension education 
project, a drug treatment program, and an adult day-care program. 

We also have a pediatric tracheostomy program for children who have 
had tracheostomies. We train teachers and school nurses, to allow these 
children to attend regular school with other children. We have a family 
program for the treatment of alcoholism. Our Headstart program, which 
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trains children before school age, enrolls 1000 children in seventeen 
different sites in our community. 

We operate a magnet high school for students who nay be interested in 
pursuing health careers. These students come from all Over Los Angeles 
to participate in this new program. Their English, mathematics and 
science courses are based on the hospital &nd community health experience. 
We have a family planning program and an international health program. We 
have a cooperative program with the Ministry of Health in Kenya that is 
supported by USAID. 

We see all of these programs as being consistent with the mission of 
our institution. 

Early in our own development, the Office of Economic Opportunity 
asked us to develop a program to evaluate neighborhood health centers. At 
that time, there was one team on the East Coast which was Dr. Morehead's 
team at Albert Einstein. Our team was called DART (Drew Ambulatory Care 
Review Team) • We evaluated health center programs funded by the 
Department of Health, Education, and Welfare all over the country. Even 
though this program is no longer continued, it had an impact on our own 
operation. It was a rather interesting experience for us. We did it 
because of our interest in under served populations. 

We now look at programs and determine whether they #h'.: 4 r retained 
on the basis of whether or not they fulfill two criteria v^£>* must 
provide service to the community, and they must contribute either to 
education or to research. These are the criteria ue-ftd for determining 
the extent to which we ought to be involved in programs. Clearly, there 
is a need nofc only for initial analysis, but for continuing surveillance 
of the health problems of the community. Our program of continued 
surveillance or health information systems was in operation for several 
years; then it was temporarily discontinued. It is now about to be 
started again. 

The final comment I would like to make has to do with economic 
development* We have been forced into the conclusion that an institution 
such as ours has to involve itself in the question of economic 
development. The greatest cause of ill health, probably, in our community 
is poverty. We have struggled oves this issue. Is it appropriate for a 
medical center to get involved in economic development? I do not see how 
we can possibly avoid it when we realize how important this is to the 
physical and mental health of the residents. 

' When a young person gets Ms first job, something happens that helps 
to shape that person's attitude toward life. Not being able to get a job 
does something to an individual too, something to the person's mental 
health. We physicians should know that. We ought to be the ones who are 
talking about it and actually doing something about it, so we are using 
the medical center, which is one of the largest employers in the area, to 
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try to direct resources into ventures that will contribute towards the 
economic development of the area. Within the last year, we opened an 
office of economic development, it is not as controversial now as it was 
five years ago. All of these things, we think, are part of the 
fulfillment of the mission of our medical center. 

DR. NIGHTINGALE: We will now proceed to Dr. David G. Miller. Dr. Miller 
is the commentator for Dr. Haynes 1 presentation. He is Medical Director 
of the Hough Norwood Community Health Centers and Associate Processor of 
Medicine in the Department of Medicine and of Epidemiology and Community 
Health at Case Western Reserve University, where he received his 2S.D. 
degree. He is going to wear his academic hat today and speak to us about 
his AHEC experience in addition to commenting on Dr. Haynes 1 presentation. 



Comment by David G. Miller, Case Western Reserve University 

DR. MILLER: I am delighted to be able to comment on Dr. Haynes 1 excellent 
paper. I first met Dr. Haynes about fifteen years ago when he visited 
Cleveland to see some oZ the things that we were doing at that time. I 
next met his group ten years ago when they came to audit our health 
center. It was a very rugged going over that they gave us. The quality 
of Al's work, if it is as thorough as his evaluation team proved to be, 
must be wonderful. 

I am very pleased that Dr. Haynes stressed the mission of his school. 
I did not have a copy of his presentation, so I had to write my comments, 
hoping that they would mesh with what he was going to tell us. I think 
that they mesh very well* 

I will move ahead and discuss the Ohio AHEC a little bit. It was 
among the second group funded, it is a statewide AHEC , involving seven 
schools of medicine and osteopathy. It is a consortium of the seven 
schools, of which the University of Cincinnati is first asaong equals. 

Most of the state projects are rural. Ours in Cleveland is urban. 
By the most recent census, greater Cleveland has about 1,S00,000 people, 
of which 8 percent, or about 150,000, were in families yith incomes below 
the federal poverty level. Primary health care is available to these 
impoverished citizens through a complex group of usually cooperating 
entities, including private practitioners, community health centers, and 
hospital clinics, in-patient care has been provided mostly through 
university-affiliated teaching hospitals. 

Various people have wondered what the role of the medical school 
should be, and they have been hard on places like Harvard that seem not 
to have been very innovative recently in their approach to the community. 
It seems to me that we need an historic perspective about this. 
Cleveland, for example, has had at least three large in-migrations of 
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people over the last 100 years. The first, "shortly after the Civil War, 
was mostly people from Western Europe; the second at about the time of 
the First World War, was mostly Eastern European people. At that time, 
Cleveland was the most rapidly growing community in the United States. 
During the Second World War and in the decade after, there was a very 
large influx of rural people from the southern United States. Our medical 
school was there during that 100-year period. It responded, I am sure, 
to each of these mass migrations of people. .In the early migrations, 
many of the people had jobs, so there was some hope of paying for health 
care. Others of them, I think, did not have jobs. 

So, we have to look historically at how our medical schools have 
traditionally responded to some of the problems that thR underdeveloped 
world now is up against — these massive migrations of people to the large 
cities. We ought to look and see what they did. 

The main impact of Cleveland's AHEC program has been to allow Case 
Western Reserve University to make its great educational resources 
available to virtually all of the providers of health care to the 
impoverished, allowing a new spirit of cooperation and mutual respect to 
virtually obliterate past town-gown conflicts. 

The strategies developed to achieve this remarkable effect have been 
three. The first and most important is the placing of medical, nursing, 
and dental students in many new environments throughout the inner city. 
Teaching funds accompany each student. Each of these sites supplies 
technical assistance, if requested, to ease the transition from provider 
of care to provider and teacher. Introducing students has- had quite a 
marvelous effect, since everyone has derived more from the plan than they 
have put into it. It seems to defy one of the laws of thermodynamics. 

For example, the medical students see more of the real practice of 
medicine and acquire insights that can be derived only from doers, not 
from studiers and others who are removed from the day-to-day practice 
situation. The health care providers find that, while they continue to 
be expected to do too much with too little, they now have more fun and 
the respect and companionship of young colleagues without the loss of 
efficiency they had anticipated as part of the teaching process. The 
patients have a new* sympathetic yet critical look taken at their 
management, often with significant changes being initiated in that care. 
The medical, nursing, and dental schools have never enjoyed better 
understanding of or better relationships with the community, despite the 
increasingly competitive nature of the marketplace. 

We have studies under way now that would seem to indicate, although 
they are not yet complete, that the same results can be achieved without 
dollars going with each student. They also indicate that the productivity 
of the practitioners, including what the students are doing, is actually 
about the same as it was when the practitioners were working alone. 
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The second strategy of the AHEC includes providing community grand 
rounds. Biweekly lectures on ambulatory care topics, originally given 
mostly by university specialists, now, more and more, use skilled 
community practitioners as teach*-': The third strategy has been an out- 
reach effort to junior and snz. jc. ,^rjh school students from impoverished 
backgrounds to try to interest tt*£*u in applying themselves to studies 
that might allow them to eater the health care fields. 

Concerning the applicability of these experiences elsewhere, I can 
make some observations, as I had the privilege of serving with the Peace 
Corps. I worked in Bangladesh when it was still called East Pakistan. I 
believe that aspects of our AHEC program might allow reduction of the 
isolation felt by rural health workers and might permit the greater 
dissemination of the educational benefits available in Dacca. At any 
race, planners in Dacca and elsewhere could have access to this as well 
aa to all other workable ideas that may help them to get more benefit 
from existing resources. 

I would like to change the perspective somewhat to make a few comments 
about the structure on which rest most of the hopes for achieving Health 
for All by the Year 2000, that is, the community health center. I have 
spent sixteen years working at the Hough Norwood Centers in Cleveland. I 
am medical director and I see patients on about a half-time basis. We 
have three centers, originally funded by OEO and then by Health, 
Education, and Welfare. We now receive an annual grant from HHS, We are 
operated by a community board. We are not under the medical school, nor 
under the city. We are independent of these agencies and are funded by a 
federal grant, by insurance packages— we are part of an HMO — and by some 
fees from patients. 

I would like to discuss th » microcosm as compared to the bigger 
picture that we have all been talking about, i.e., what it is like inside 
the neighborhood health center. The first issue is the difficulty of 
recruiting staff. There are those who choose to work in these centers 
and those who are assigned there. 

First, should I be helping the underserved? Tihe university obviously 
has a significant role in trying to define the ethics ot one's practice 
decisions. I think Dr. Haynes' points were very well taken in this 
regard, i.e., that community service is of great importance. Physicians 
should understand that they should be helping the underserved. 

Second, will the job be interesting? I think the medical schools have 
a great role here. They should assist. the community health centers by 
making them more vibrant and by introducing new ideas. 

Third, will I be rewarded? The medical schools often have very little 
to do with salaries or salary structures. In Cleveland, they have nothing 
to do with those salaries; there* is no formal relationship* But there are 
areas where the medical school eats- significantly i&pmt regards — I mean 
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through recognition, it is essential that the medical school's attitude 
toward these agencies be supportive and sympathetic. The professor of 
medicine must, as ours does, recognize that we are providing good care. 
It is very important that the physicians in community health centers not 
be regarded simply as the local medical doctor that all of us learned to 
sneer at when we were house officers. Other rewards, of course, are 
important, such as the gratitude of patients, but I am stressing mostly 
the things that can be favorably affected by the medical school. 

Last, it is necessary that I be proud of what I am doing. Again, the 
medical school has a great deal to do with that by structuring the pecking 
order and the things for which people are rewarded. I want to say some- 
thing in passing about being proud of what you are doing. When we 
started, we decided that we wanted to provide excellent medical care. We 
built that in at the beginning. We have had a continuous peer audit of 
the quality of care for fifteen years. 

We have a whole series of quality assessments that came along before 
quality assessment in ambulatory care was of particular concern. Our 
staffs write standards; we train each other? we do a peer audit. We have 
a computer-assisted list of diagnoses. We audit ourselves against these 
diagnoses to see how we are doing. I think thi£ has done more than any 
other single thing to cause our physicians to be proud of what they are 
doing, it is initiated by them and run by them. It is of great 
importance. So I would stress that community health centers must decide 
that they are going to provide excellent care. They have to have the 
support of the medical school in doing this. The medical school provides 
this support by reviewing care standards, sending consultants, and 
providing continuing education. 

Another issue of importance is tha attraction and retention of 
patients. The aura of success that results from high quality care is of 
great help. A community health center, if it ooes things with a 
reasonable degree of sophistication, can develop a fine reputation in the 
community. 

In many parts of the world, attracting patients will not be a problem 
at all; the problem will be what to do with the huge numbers of people 
that come. I had the privilege of trying to assist a little clinic in a 
refugee colony outside Dacca and learned quickly what it is like to have 
an endless supply of patients with significant medical problem? ftftc?, &t 
the same time, have very real limitations of resources. 

Community input is terribly important. The community should help in 
the organization of these centers and, if possible, should run the 
agencies. If it is not possible for the community to manage the center 
under the funding mechanisms that are available, such as a requirement 
for state agency administration if state funds are used, then the 
community must have as much significant input as possible in the center's 
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operation. I think that is of great importance — again, what Dr. Haynes 
was describing. 

Financial support^ has to be long-term. It has to be diversified, so 
if there is one source of support that withers, other sources can be 
relied upon. Also, it is important to have reasonable working quarters, 
although that is not always possible. 

I would like to -give you a case history of what a university has done. 
I will use my own experience, for which I apologize, but it is the one I 
know best. In my own situation, my medical school trained me, or did the 
best that i*c could to train me, to be concerned about the impoverished and 
care for them. That was a deliberate task of the medical school, and I 
think that it succeeded. 

Second, my medical school recruited me to be medical director of this 
organization, even though the medical school had no financial respon- 
sibility for the organization. It was interested in the community health 
center and it recruited me for the position. It rewarded me by giving me 
an academic position and, subsequently, tenure. Since it was not paying 
me very much — they continued payments on a pension started by another 
university— rewarding me with tenure was not a significant financial 
burden. on them. It still was a very nice thing to do and represented 
support. 

Of great importance is that the university has helped us recruit by 
referring physicians to us. The professor of medicine, presently 
Dr. Charles C. J. Carpenter, has referred some of his best residents to 
us. He has given us admitting privileges as well. The university has 
given continued technical assistance to our board, though there is no 
formal relationship between the two. The university has also given us 
legitimacy in the medical community by many public gestures of support. 

This was all done with very little financial cost to the university. 
But I would stress that it is the sort of thing that universities should 
be doing .and can be doing, and it is certainly in line with the things 
that Dr. Haynes was discussing. 



Discussion 



DR. NIGHTINGALE: I would like to start the discussion by saying I am very 
glad, Dr. Miller, that you mentioned at the end what the university has 
done to give status and recognition to your center. Gaining any kind of 
status for community health is very difficult in established universities. 

If you start fresh with the relatively new institutions, and several 
examples have been talked about here — Suez Canal, Drew, and Mount Sinai — 
you can begin with the premise that service is very important and go on 
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from there. But if you have to gain status and recognition in an 
established university, it is much harder to do, so I was glad to hear 
that at one place it has been done successfully. 

I also want to ask what lessons could be learned from the Drew 
experience for developing countries, particularly for those places where 
there is very rapid urbanization. What can be done that might not only 
contribute to the health of the community, but perhaps even prevent or 
mitigate social disturbance? Was a crisis necessary to create Drew or 
could you prevent a crisis somewhere else by learning from your 
experience? 

DR. HAYNES: Several people have asked me whether they could replicate 
what happened at Drew. I do not know. I think the crisis created a 
certain kind of social consciousness to which a number of people 
responded. The faculty who joined us, especially in the beginning, were 
very much moved by what was happening in our society at that particular 
time and responded to it. 

We hope that we can help prevent future crises, but are uncertain if 
we can. We have very strong links with the community, and they have a 
groat deal of respect for us and what we are doing. Perhaps we can be 
helpful. It probably would be saying too much to say that we can prevent 
what happened, because the determinants of that particular situation were 
so much beyond any one institution's capability. 

DR. BRYANT: One comment, and then a question. In Thailand, in 1976, 
there was a coup that was promoted largely by students who felt that the 
government was not providing adequate care for the people. After the 
rollover in government, that message persisted and the universities and 
the ministry of health were very much influenced by it. Following that, 
there was a kind of a wave of greater social consciousness in health care 
and in educational functions in health. That was another example where a 
crisis led to a consciousness that influenced the system. 

I have a question that I wanted to address to Al. Al presented 
service in a way that is really new to me. In our earlier discussions 
with Professor Akinkugbe and others in Geneva — people from European 
universities and around the world — the idea of service was very puzzling 
to many of them. The European universities did not know what it was. 
They are not accustomed to the concept. Some would say, "What is it?" 
Others would say, "You don't need it." And still others would say, "It's 
a distraction from the mental commitments to education and research." We 
have seen others that have become so involved in a university hospital 
that they were swamped by the service load. 

It is along that line that I wanted to ask a question. It seems to 
me, generally speaking, that we see service defined in two ways. One way 
is to define educational and research objectives and then let service 
follow from those. The service activities that are needed, in a sense. 
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are founded to help with the education and research. The problem with 
that is that one can easily, depending on what those educational and 
research objectives are, drift from the reality of community need. We 
have seen that. 

Al said, in a sense, — these are not his words, but — to put service 
first. Not that service should be the most important activity, but that 
it should guide what is done in education and research. The education 
and research are then rooted in community needs. The risk, again, is that 
when you put service in that forward position, its volume, its demand, and 
its costs can drain the institution's capacity for creativity in the areas 
of education and research. Could you comment on that? 

DR. HAYNES: Yes. My response would be very similar to Sam's. We 
recognize our limitations. We do not try to do everything. There are 
other organizations, other community agencies. Our role might be to help 
another organization accomplish things. We do what we can do well and 
encourage others to do the same. I think if one takes that perspective, 
he avoids taking on the impossible. 
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DR. RYAN: It is a special privilege to introduce to you our next 
presenter, Keith Blayney, I believe, touches upon a critical issue for 
all of us to consider. 

I recently spent several months in the Middle East working with a 
university that had made tremendous progress in establishing an out- 
standing medical school program and incrementally had added other 
colleges to its university. They were working with a consortium of 
American institutions and were involved in a sophisticated transfer of 
"high technology" from the United 'States. They very quickly have come up 
against the constraints that occur from not having the technician and 
technology infrastructure necessary to support those ambitions and to 
support the practice and the interest of those professionals. 

Keith Blayney has been involved in a very special exercise in which 
he has formed linkages between non-baccalaureate programs, baccalaureate 
programs, professional services, and tertiary providers, developing a 
consortium for training and service which are relevant to the community. 
I think in the process of his experience in Alabama, there are lessons 
here for us in this country and for our colleagues abroad. 

Keith has recently served as a consultant to the College of Arts, 
Science, and Technology in Jamaica and, I believe, spent considerable 
time in Jamaica assisting them. He is currently the Dean of the School 
of Community and Allied Health at The University of Alabama at Birmingham, 
has previously been the administrator of the University of Alabama 
Hospitals, Director of the School of Health Services Administration, and 
Director of the Bureau of Research and Community Services. He also has 
had broac 1 immunity experience. I think his community development, 
academic %^Anistration, planning and implementation experiences are 
something will interest us all. 

University of Alabama - Community Colleges Consortium Program 

for ttnderserved Areas 

Presentation by Keith Blayney 



DR. BLAYNEY: I will try to speak quite briefly on a potpourri of our 
school's activities, some of which might be pertinent to other U.S. 
situations, and perhaps even international ones. What I have been asked 
to talk about is the linkage that we have developed with our state's 
community colleges, which is called the RTI-Junior College Linkage. I 
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provided each of you with a packet of materials — I hope everyone has a 
copy of that— because I will try to refer to that later. Now, to break 
up this long afternoon of presentations, I would like you to watch some 
TV. 

Narration of videotape Presentation 

This is Vicky Mears, medical laboratory technician at Russell Hospital 
in Alexandria City; Kerry Keenan, biomedical equipment technician for the 
Andalusia Hospital; Janice Goodwin, physical therapist's assistant for 
the City Hospital in Cullman; and Steve Varney, emergency medical 
technician for the Prattville Fire Department. These individuals have a 
lot in common. 

First, they are health care professionals," fully trained and certified 
to perform their jobs. Second, they do their jobs where they are needed 
most, at home in small Alabama communities. These communities often have 
difficulty attracting qualified health manpower. Vicky, Kerry, Janice, 
and Steve also have something else in common. Each attended community 
college for at least a year before entering health care training. 

In addition to these common experiences, these health care 
professionals share a uniqueness that sets them apart from other 
contemporaries. All were trained under a cooperative arrangement that 
links twenty-six associate degree granting colleges with the Regional 
Technical institute (RTI) in Birmingham. 

The RTI in Birmingham is the only technical institute in the United 
States which is part of a major medical center. The junior college/ 
Regional Technical Institute linkage is designed not only to. meet the 
state's need for allied health personnel, but also to encourage newly 
trained technicians to remain in their home communities, thereby helping 
to alleviate the problem of maldistribution of health manpower in Alabama. 

Before discussing the mechanics of the linkage arrangement, let's 
identify some members of the health care team that work alongside doctors 
and nurses in a variety of areas called the allied health professions. 
There are more than 200 different identifiable allied health professions, 
all vital to the efficient and effective operation of our health care 
system. Included in the 200 professions are the technicians and 
assistants who perform lab tests and those who work as radiologists and 
physical, occupational, and respiratory therapists. Some of them help 
convalescing patients return to a normal life. 

Just how important these allied health professionals are to the system 
is reflected in the number of jobs available each year. There are about 
25,000 openings annually for medical assistants. On an average every 
year, there are 13,000 openings for medical laboratory technicians and 
6,500 openings for radiological technologists, with the demand expected 
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to increase, in other words, there are jobs in the health care field , 
and more and more young people are getting the message. 

With the demand for l:s£lth care professionals goes the problem of 
distribution. It is hard to attract top technicians to smaller com- 
munities and rural areas. This is where the junior college/RTI linkage 
fits in. It is an arrangement designed to he/p solve the distribution 
problem. The mechanics of the program are largely responsible for the 
effects. 

The Regional Technical Institute, 3 division of the School of 
Community and Allied Health (SCAH) at tthe University of Alabama in 
Birmingham (UAB) , serves as an extension of the junior college campus and 
is the focal point for this statewide program. Under a cooperative 
arrangement between twenty-six associate degree granting colleges and the 
Regional Technical Institute, students take one year of general course 
work at their local colleges followed by a year of technical and clinical 
training at the RTI in Birmingham. Upon completion of the program, the 
students receive an associate degree from their colleges and a certificate 
from the RTI. At this point , the student is ready to take the national 
qualifying examination in his/her particular specialty. 

To obtain a better perspective of this cooperative arrangement, let's 
take a closer look at the RTI and the linkage. RTI was created in 1966 
at UAB as a training center for health technicians. In 1970, RTI moved 
into its new 50,000 square loot facility, a project funded jointly by the 
Appalachian Regional Commission and the State of Alabama. Since 1973, 
RTI ha3 received continuing support from Alabama through its designation 
as a state technical institute. 

The development of RTI and the linkage are closely connected. 
Planning for the linkage began in 1968, just two years after the creation 
of RTI, when a committee of educators and administrators recommended that 
the training of allied health professionals at UAB be consolidated into a 
single unit. In 1971, after a year of planning and negotiations, UAB and 
the State Board of Education signed an agreement to establish the linkage, 
which is a consortium between RTI and the state junior colleges. Today, 
agreements exist with all twenty-one state~$t* sported junior colleges and 
also with one four-year public university, L;.?ingston State. Three private 
colleges, Alabama Christian, Huntingdon in K'wtgomery, and Walked College 
also participate. In 1578, the first interstate linkage was formed when 
Ludlow State Community College in Tullahoma, Tennessee joined. 

The initial planning and operation of the linkage program was 
supported by grants from the W. K. Kellogg Foundation and the Alabama 
Regional Medical Program. Today, educators from across the nation are 
coming to Alabama to study this unique linkage. Many hope to use the 
linkage as a motel for developing similar consortia in their states. 



- 158 - 



165 



Why is there so much interest? Economics is one reason. Training 
allied health professionals is a very expensive venture, especially in 
terms of the high cost of clinical facilities and the equipment required. 
For example, a piece of laboratory equipment called a chemical analyzer 
costs about $200,000. An automatic blood-count analyzer is worth about 
$135,000. Both are vital to the training of qualified lab technicians. 
Since allied health training is consolidated at RTI, millions of 
taxpayers 1 dollars are saved, because junior colleges are able to avoid 
the costly and unnecessary duplication of these laboratory facilities. 

Cost effectiveness is only part of the linkage story. The major 
success of the linkage is what it is doing for people and their health. 
Interaction between RTI and other university components, especially the 
other health professional schools, provides students in the program with 
valuable experience and creates opportunities for growth. This sharing 
of faculty and resources not only allows for quality education, but also 
gives students real-life experiences in working together on the health 
care team. 

Across the nation, rural communities are suffering from the 
maldistribution of health care professionals. Typically, young people 
have left these rural areas to receive training in the larger cities. 
After they have spent several years in training in the larger cities, they 
tend to stay there to work after graduation, in Alabama, the linkage is 
changing that because its students retain their home ties. Instead of 
spending several years away from their home communities, linkage students 
spend only one year at the RTI in Birmingham. That way they retain their 
community links, and the majority return home to work where they are 
needed the most. 

Another reason linkage graduates return home to the rural areas is 
the experience they gain in training with clinical affiliates in their 
home communities. Clinical affiliates are hospitals, rehabilitation 
centers, and other health care facilities that cooperate with the linkage 
wogram by providing clinical practice for students, usually near their 
homes, for a period of eight to ten weeks during the final quarter of 
their technical training. The physical therapist's assistant program 
{PTA) is an example. About forty affiliated hospitals and rehabilitation 
centers around tha &t&t$, each near at least one junior college, provide 
on-the-job training ft*r linkage students in the PTA program. 

This arrangement is mutually beneficial to the students, hospitals, 
and communities • Hospitals usually prefer to hire graduates familiar 
with their facilities. Students gfffi&a find that they enjoy working in 
these facilities close to home. Both *,hft prospective employer and the 
student hav3 a chance to get to know one another. This arrangement 
provides a hidden benefit in that the student usually works with patients 
from within his or her own local community. The students, in turn,, 
acquire a better appreciation for health care requirements in their own 
back yard* in the PTA program alone, having clinical affiliates raesx the 
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junior colleges has been instrumental in retaining more than 75 percent 
of the PTA program graduates, since 1972, in their home communities. 
Nearly 80 percent of the 1981 RTI graduates remained in Alabama to york, 
most of them at jobs in or near their home towns. 

So far we have seen that the junior college/RTI linkage is one answer 
to the maldistribution of allied health professionals through its effort* 
to provide training for students in their heme communities, thus 
encouraging those from rural areas to remain in those communities with 
their new knowledge and skills. In addition, because clinical training 
is consolidated at RTI * educational costs are minimized, while qucT : y of 
training is maximized. This cooperative agreement is also something 
more. The linkage, which began as an innovative arrangement in 1971, is 
an example that could mean a great deal to the health of this country, 
particularly rural America. 

Support for the linkage comes from Dr. Robert E. Kinsinger, Vice 
President of the W. K. Kellogg Foundation. Dr. Kinsinger stated that the 
linkage is an extremely. important educational innovation. This 
educational venture — to prepare greatly needed technicians in th* health 
field — will not only benefit the citizens of Alabama, but has become a 
model for similar educational endeavors throughout the nation. 

Dean of the School of Community and Allied Health, Keith D. Blayney, 
has stressed the need for real-life clinical experience in training the 
health professional. Dean Biayney views the linkage model, with its 
clinical experience sites for students in their home communities, as a 
key to resolving the problem. The linkage concept is a means not enly of 
providing practical health care training in the local communities, but of 
ultimately returning health care resources to those communities. 

Blayney also feels there is a need to return to the family physician 
approach in health care. The approach whereby someone knows us 
personally and can bring his or her expertise to bear on our health care 
problems is to provide for multidisciplined health team professionals. 

What does the future hold for the linkage? — A continuation of the 
ongoing success story that has made it a model worthy of imitation on a 
national scale, a stability of the ir^jvative programs that have affected 
the quality of life of many Alabamians, and an ever increasing enrollment 
to meet the demands of the rapidly expanding job market. 

The most important; aspect of the linkage will co&tjL&M to be people, 
people like Vicky h^MB, Kerry Keenan, Janice Goodwin* iftftd Ste*e Varney, 
and all of the folk back home who benefit from their skills and expertise. 
These people are the future and foundation of the junior college/Regi<wl 
Technical Institute linkage. These allied health professionals, by 
helping to improve the quality of life in rural Alabama, while, at the 
same time, carving out a future for themselves, do in fact find that the 
path does lead home again. 
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I have another presentation, but in view of the hour, 1 think the 
videotape will suffice to tell the story about the linkage* I ^ould like 
to just run through the brochure quickly. You notice that on the first 
page I tried to draw all the eggs that I, as dean, have to try to keep in 
the air to juggle at any one time. 

The political strength of this linkage is really impressive, E«*ch one 
of those junior colleges is represented by a strong legislative group in 
the Alabama legislature. They consider the RTI as their program. As a 
result, this year our school has been recommended by the governor for a 
28 percent increase in budget. That has happened almost every year. We 
have had strong political support as a result of having a link from the 
community college into the medical center. We have graduated more than 
4000 students and placed about 80 percent of them back in their home towns 
for work. We have influenced the maldistribution. 

We are training some new kinds of people. We are training a multiple 
competency clinical technician. This is a person that is trained as a 
radiologist, a laboratory technician, and a medical assistant, a jack-of- 
all-trades. This is a countertrend, if you would, to the left-carotid- 
artery technician of a decade ago, when we were rushing headlong into 
super-specialization. These multi-competent persons might be appropriate 
and pertinent for use internationally. They have been very much in demand 
in ambulatory care settings. 

DR. BRYANT: What do you call them? 

DR. BLAYNEY: Multiple-competency clinical technicians. It is a terrible 
name, Jack, but MCCT. It is one of our special programs. Another program 
I might mention that has been very popular in the linkage overseas has 
been the biomedical equipment repair program. Almost everyone is saying 
that they cannot find people to maintain and repair their equipment, so 
that is another linkage program. The videotape showed only twelve of the 
programs, we have seventeen other programs in the school at either the 
baccalaureate, masters, or doctoral level. We include nutrition science, 
as well as health administration. Two of the last four years, the 
Outstanding Young Hospital Administrator in the United States was a 
graduate of this school. One of the things we are finding in terms of 
our international experience is a real demand to improve the quality of 
hospital administration preparation Jsveloping countries. 

The organizational charts appear on the? next two pages. Then there 
is a map showing you where the junior college linkage institutions are 
and also the clinic2il sites. We take the students back to their home 
communities during the last part of their training for part of their 
clinical experience. I think that is one of the major reasons why many 
of them are hired in their home towns and they stay at home to work. 
Eighty-one percent during this last year's survey were working within 
fifty miles of their home county. We have been able, I think, to prove 
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over the years that about 80 percent of the 4000 graduates have gone back 
to ?i"eir home towns to work. 

There are &ome editorial cartoons on page 9. There was a cartoon 
fc&Bfc appeared just ten days ago in the Birmingham News about the role of 
UAB's Medical Center in terms of international care. Editorial cartoonist 
Brooks , I think, tried to tell whet we were about in terms of trying to 
carry our linkage program to other institutions overseas. Some other 
editorial cartoons and some articles that relate are included for your 
information. I night point out that on the last two pages of this 
document there are included some quotes. One is a statement you heard 
from Dr. Kinsinger from the W. K. Kellogg Foundation, but there are also 
some others. On page 38, the one at the bottom, Dr. Sangster's quote, I 
think, is significant as it relates to the importance of the model of the 
linkage in trying to improve health care services. 

I have included, also, a "lessons learned" chapter from the W. K. 
Kellogg Foundation publication on Lessons Learned and from an SCAH 
publication on sharing resources in allied health. I think there are 
lessons to be learned. I think there are some things that can be carried 
abroad. Thank you for your attention. 

DR. RYAN: Thank you, Keith* Our commentator is Antonio Zavaleta, who 
earned his Ph.D. from the University of Texas at Austin. He is a physical 
anthropologist and a dedicated scientist, but a generalist who really has 
been a mover and shaker in Texas, especially along the border. His 
involvement has extended to the city council, where he recently was 
elected a member. He is now occupying a ftewly endowed chair. Antonio, I 
think, has some very special observations about the linkage presentation 
and also about innovative roles in international health and domestic 
concerns for special populations. Antonio. 



Comment by Antonio Zavaleta, Texas Southmost Community College 



DR. ZAVALETA: Thank you very much. I would like to begin my comments 
with a question. Keith, I noticed in one of the slides it said "state 
community college." Are the community colleges in Alabama supported by 
the state? 

DR. BLAYHEYi Yes, that is right. All but three are supported by the 
state. There are three private community colleges. 

DR. ZAVALETA: In Texas, the community college system is made up of 
separate taxing entities,. Th*re are community college districts, so it 
is a considerably different situation. My community college, for example, 
and all others in the state, are supported by local property tax levies, 
so if you live in a poor area, you do not have that many funds available. 
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It is my pleasure to be here with you this afternoon. I do not know 
whether being last on the list is a good place to be or not. I guess I 
can make it long or keep it short and it will be accepted, i owe my being 
on this side of town this afternoon to Jerry Rosenthal. He had to leave, 
but I thank him. I was in town for two other meetings. I am attending 
three meetings these three days. That is why I was in and out yesterday 
and today, so please forgive me for my partial absence. 

The comment or title of the videotape, "The Path Leads Home," is very, 
very appropriate for our situation in the lower Rio Grande Valley of Texas 
and along the U.S.- Mexican border, without a doubt, retention is our 
single biggest problem, i, myself, am a product of the community college 
system, having attended the community college where I am now employed 
before attending the University of Texas and then returning to Brownsville 
after graduation because of a commitment that I had to the community. 

I thank Dr. Russell for the introduction she gave earlier to the 
College and the lower Rio Grande Valley of Texas and the U.S. -Mexican 
boroer. My institution, Texas Southmosfc Community College, is located in 
Brownsville, Texas. We are at the southernmost tip of Texas on the 
Mexican border. Brownsville is the largest municipality in what we call 
the Valley, it has consistently ranked as the poorest area in the United 
States. The two SMSAs which are located in our general four-county south 
Texas area have consistently ranked right up there at the top. The 
unemployment rate in Brownsville, for example, is above 20 percent. 

We have a population, depending upon whom you believe, of 
approximately 100,000 people. On any given day in Brownsville, however, 
there are at least 150,000 people. Mexican Americans are 85 to 90 percent 
of that population. We have many illegal aliens, undocumented workers, 
and others, including a sizeable number of Miskito Indians from Nicaragua 
who now reside within the municipal boundaries of our community. You can 
imagine the kinds of problems that we have in delivering health care to 
this population. 

Texas Southmost Community College provides a quality post-secondary 
education to a population which is poor and, for all practical purposes, 
has not had opportunity or access to post-ttecondary education 
historically. Our academic division trains persons to find jobs in 
poverty-related industries, health care, of course, among them. Our 
vocational-technical division, which is by no means as extensive as 
yours,— I was very impressed and would like, in fact, to ask you if i can 
get a copy of that videotape to present to my board of trustees— trains 
persons in the allied health professions. We hope they remain in the 
lower Rio Grande Valley of Texas. We have a number of programs, including 

and A 011 ' respiratory therapy, medical lab technicians, and assorted 
others, but mainly in the general stream. 

We have a number of unique factors that exist at our college in the 
sense that we are a member institution of the Border College Consortium. 
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on the Mexican side of the river thT-\ ^f 1 *""' «™ counterparts 
institutions, we also have esSol shed l^l^t" t** *™ ^.i«t 
Texas School of Public Health, the Health s^f 9 "?* • Hni '' e "ity of 
was mentioned earlier, Project hoJL i""" C * Rt " Pr ° ject which 

with the Ford Foundation' wM^h h«'a«fi^ fi havs a lin *age 
College Consortium, at least in Dart n 1* SUpported the Border 9 
establishes a facuity exthlnat V °f e ° f ° Ur most "cent linkages 

involved in data-gatL^n^and SHSSLSS C ° 8ta We are als ° 

community colleges are concerned 1? 2 "J prograjns ' As as 
along the U.S.-Mexican h n „ ' 7 *"7 ne . btate of Te *as, and 

certainlv 

n^ore innovative and creative!' h3t We " nk clearlv ■» °ne of the 

posiJion^for^^ SS^i^SiiS^ ^ been *» a ^-t- 
anotSier sense they have not JlillT Strategic in ° ne sense, but in 
CM** colleges" have "adm^^^ ^Jon- or opportunities, 
•tudwte for transfer to stat' couiL- ?I„ ?* "'J" 9 "' 1J prepare 
for unttMi^i, vocation«l!ucSS2^J^?, Uni T 8lti •■ , 2) traln persons 
disused in the v ideo t*n*. ,7 " T . lons . in the community as was 
Community college, b^m^U^i^l^^^ 1 ^ -"cation courses. 
^ SeSte> nor have the^eitibUshfr 6 re !? arCh ° r ^'-collection 
with Universities. Y establls hed practical applied linkages 

As I mentioned earlier in th« 
This is probably the m»V ££^1^.^ * S V «*' ^ "mote, 
are a good 350 miles from the near-* • lth Which we have to deal. We 
center. Along the U.S.!JexJcan border ^^^y with a medical 
•community college have h*™ tradit i°nal roles of the 

Border Colleg ^™£u£V'2[ t^T^ d-£ined and ^erpreted The 
and innovation in te ms"f e^tabl TsllTiT', *" ^-ntation 

facilitate the training of health lin * ages * These linkages 

centers, including urban anS rural health^ t l0Ca \ C0 ^^ health 
etc. Community colleges can and w"iU l"" 1 "!' ml * rant healt h clinics, 
trained allied health manner the primarv «°«c e of 

The problems come 1) i n providing, f h . 
adequate' training and 2 retLnlnf * h the people afc «*• l-°cal level 
Problem. Even J we triin hem "we Jose'th^m J"^" 9 ' ThlS 18 a seri °- 
economically depressed area such Tf t0 ° ther areas - In an 

O.S.-Mexican bolder? graduates move ^ot^ M ' PlaCe else al °^ the 
training, we do not have 1 1 In^SL!?* ° ther part s of the state after 
nor 2, the economic li top," °V° bs to "P^y them, 

them. The community college^ ho^veT^ill !? t0 compen "te 

o« sister institutions fo? the purpose iFlX*!?"* t0 interfa ce with 
the most holistic possible s ™ e * UrpOSe of effecting Health for All in 
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S° llege ' we have a "search component which is known as the 
Southwest Texas institute of Latin and Mexican American Research. Th 

the a Jpi?r!r? ente ? sor *. of thi "9 t° have in a community college. 0v< 
the years we have been directly involved in collecting information, 

comm^niS 9 """^ pro 3 ects ' disseminating the results to the 



The problem with research projects, as I mentioned earlier today, is 
that even though they are conducted An our community, we do not eee the 
results very often. My research insritute, for example, has just recently 
conducted a massive health-needs-assessment survey for the cities 
ki r n^ nSV Th^% a K d Ma ' amoros ' To mv knowledge, this is the first of xts 

S , k ^ * nUmber ° f health-status surveys conducted, but 

not many health-needs-assessment surveys. We used a number of the 

data the " isoanic instrument, so that we will have comparative 

data for Brownsville and other Hispanic communities. Parative 

centPr W ° U iJ ^J?* * omftthin ? briefly here about the community health 

™ " was mentioned earlier that community health centers have a 

im^tant 9 , mediCal 8t3ff ' medical scho01 se ^ a very 

l2£^ LI S It *? that ? Xtent * £ince we do nofc have Coros doctors any 
longer, one of the innovative things that I feel is being done at Su 

Clxnica Famxlia, which is the primary health care providing agency in the 

ihe e on?^ r ^ end % Valley ° f TCXaS ' iS the ^tablishment of linkages with 
the University of Texas and Texas Technological University Medical 
Schools. These linkages establish family practice residencies in the 
Ho^fuflv GrandC T;L ley brin9 ph * sicians and students into the area. 
coSeS: S ° me rCmain ln thC areS after thsir tr "ning is 

™ ^ menti ° ned earlier that th «" is oftentimes a problem with the 
lEt ~ ^ ° i e8lth C " e ' eSpeciallv as "9«ds migrants, in the sense 
that as migrants move from the lower Rio Grande Valley of Texas upstream 
to the Midwest-Michigan, Ohio, Indiana-that there is no Sinuity o? 
care. At our clinic, we have a demonstration project in establishing a 

oE^f 8 ^? Wh i Ch WU1 * in fact ' follow ° r medical records or 

other information from the lower Rio Grande Valley of Texas into the 
Midwest, where the majority of migrants are seen on a year-to-year basis. 

We train people at both the community college level and the clinic 
level to provide technical assistance to other developing centers and 
clinics throughout the U.S.-Mexican border area and the Southwest. This 
has worked very, very well. 

One of the most important components of what the community college 
does, in terms of Health for All, is continuing education. By definition, 
the community college is dedicated to continuing education in its local 

aSn a uca;ion e o!!TiF re9ra ^ Uke hygiene educa *i°n, nutrition education, 
and education on folk practices. For example, there is a folk practice 
in our population that gained national attention recently. Some of you 
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SiiSJI! T °f * A f ° lk CU " that WaS being used b * ~thera for 
children along the. U.S.-Mexican border for what we call impacho or an 

21! «JXT J "2? t0 ? iVC them 3 com P°sition that was almost 90 percent 
lead oxide. Needless to say, the lead poisoning that resulted wafvery, 
very serious We conduct cla for example, both at the community 

proiider, 6 ^ ! '5* CUniC l6Vel t£> educate others and health care 

S\ educators to the dangers of folk practices such as 

qener'al T.tlT 5*" healt h Programs, immunization programs, and 
general health education programs are all part of our curriculum. 

Because of problems with funding in recent years, we have begun to 
TZLlTr°« m ! ntioned earlier this afternoon, the whole area of 

economic development. I think that grass-roots organizations, such as 
the one we heard described just a while ago *nd ours, in depressed 
th^°lnnoJ ea8 i° f thC Countrv ' a " finding themselves in positions where 
taxLa hh el * upo \ the federal government, state government, or other 
taxing entities for the continuation of the provision of health care for 

bu"siS S * U AS 8 T "J?' W ? a " l00king int ° 9° in 9 in to the real estate 
business. W e are looking into establishing foundations and other sorts 
of fund-raising activities for funding research and a myriad of other 
kinds of activities that we will be involved in in the future. 

„ closing, I think that a very important question could be asked. 

renrL^^f 61 ?' FamUia aa 3 health-care-delivery system be 

reproduced someplace else in the country or someplace in the world? And 
the answer, I think, would be that it would be very difficult, it would 

in q rJe e J!?lv\ in 7n« f g " ss " ro °ts commitments that were made in this country 
in the early 1970s, along with the right kinds of people being in the 

a fu2! a n e f S ( at '5? r i 9ht tlmeS * " COUld De done ' but it would require 
a number of ingredients that I doubt exist today. 

Finally, as far as the community college is concerned, our community 
college in no way has anything as impressive as we have just seen 
demonstrated from Alabama. For one thing, there is very little dialogue, 
if any, between and among the community colleges in the State of Texas 
There is a certain amount of dialogue that exists between and among the 
community colleges of the Border College Consortium, but we do not have, 
nor have we had, the degree of interaction that has taken place in 
Alabama. This is not to say that the Alabama model could not be 
implemented, m fact, I am very excited about what I saw in the 
videotape and read in your documents. I will take those ideas back with 
border area 1 """^ bC9in t0 im P lement this process along the lower- 



Discussion 



DR. RYAN: Keith, one of the questions that occurs to me is, "Will the 
success rate of the "Path Back Home" program change the directions or 
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emphases of the University of Alabama's programs in the neat future, since 
you currently are retaining 88 percent of your graduates in Alabama?" 

DR. BLAYNEY: I think it certainly will change over time, particularly as 

J '.S market begins to be saturated or as new kinds of occupations come 

J ' t nk Lt has chan 9 ed already. We have dropped programs when 

was need *\t*£? k V fUled Started new one/JSen^?^ SI?, 
was need, it will change and, I think, expand into the baccalaureate and 
masters levels. 

We have also developed other programs based on the junior college 

Ulilll 7? e1 ' < Th ? ll S2 9 ! With the historically black institutions in 
Alabama is now in its fifth year of successful operation. We also 
developed spine programs outside the state. The SARAHELP (Southern Arizona 
Regional Allied Health Educational Linkage Program) is based on the 
Alabama experience, in 1975, Don Pru was the person vho took the model 
and established the program in southern Arizona. 

DR. MAYER: I cannot help but be impressed with some of the similarities 
and principles between what you have done and what we tried to do. I 

1 i k€ t0 " ;mment on a couple, one is that you really, as I under- 
stand, have taken multiple institutions and gotten them somehow to rally 
around one banner with one lead institution. You have generated state 
funds in support of that. 

I need some information about your community college system, in our 
state, each community college has its own independent board which goes 
directly to the legislature, despite the existence of the Board of 
Education, and it makes joint planning virtually impossible. 

DR. BLAYNEY: I know each state is different, obviously. In Alabama, 
each of the community colleges that are state supported reports to a 
single board, which makes it easier to coordinate efforts. We have had 
several other institutions that are private or outside the state activity 
voluntarily join the linkage. The single board makes it much easier in 
Alabama* 

DR. MAYER: you have described a program that is largely oriented to the 
student, it is an impressive story, what do you then do once they are 
in practice in relation to their retention? Do you have any concepts of 
fo?th? 3 SUPP ° rt 8ystems tnat kee P the" 1 stimulated and up to date, and so 

DR. BLAYNEY: We keep in very close touch with the graduates of the 
linkage program. Because we have a hospital administration graduate 
program, almost all the hospitals and many of the employment settings in 
Alabama are run by graduates of our school, we use that network in 
placing the graduates of the linkage program to keep up to date with what 
the needs ars in terms of employment opportunities and to keep in touch 
with how they might shift over time. For example, we are monitoring the 



- 167 - 



174 



impact of the DRGs • We are getting a response right now from the 
employers who are asking us to increase the number of graduates in the 
medical record technician program. Medical records administrators have 
moved from the basement to the board room because of the DRG issues. We 
feel this use of the network is very important because we need to lay 
down the hay where the goats are. 

DR. BICKNELL: I agree with your comment about biomedical technicians and 
the multiple competency technicians. I have a question on the multiple- 
competency technician. What are the major areas covered by that? 

DR. BLAYNEY: The major areas in the multiple-competency program are 
currently diagnostic imaging/radiography, that is chest film, not 
injection of dyes; lab work in terms of basic lab work--CBC, basic 
laboratory support-- and medical assistance, assisting the physician in an 
emergency. There are a few other things too, a little physical therapy, 
emergency medical technology through advanced CPR, and those kinds of 
things. They are jacks-of-all-trades, if you will. 

DR. BRYANT: I wanted to address a question that has to do with 
replicability of models or, really, the nonreplicability • I think your 
presentation and particularly Dr. Zavaleta's comments illustrate that. I 
really think the idea of replicable models is illusory to a large extent, 
because the most fundamental aspects are not the technical aspects. They 
are either socio-political, which is what I think you were alluding to, 
or they are managerial, and let me just give two quick reasons, and then 
I will come to a question of Dr. Zavaleta. 

India has dozens of small demonstrations of Health for All on a 
dollar-per-person-per-year for 25,000 to 100,000 people. There is no way 
one can move from thesG small models which relate to a charismatic leader, 
a strong social underpinning, and a great deal of personal trust that has 
been developed to the 700 million people of India. In switching from a 
small system to a large public bureaucracy, one moves from a place where 
trust and charisma are intensive into one where management has to be 
intensive. We have to ask what the managerial equivalent of charisma or 
trust is. Indie is now struggling with that transition, and so those 
small models are not replicable. I think that is the point you are 
getting at too — that the technical aspects of your program cannot be 
replicated because those are not the important isRie/a, 

The important issues are the social and political ones, and so, the 
point I would like to make, and then ask the question, is that I think 
that we, therefore, want to move past the problem of the nonreplicability 
of these models to identifying the crucial ingredients and then hunting 
for how to translate those. I would ask, what are the social and 
political ingredients that were so crucial back there in the seventies, 
and which ones of those need to be identified in order to be sure they 
are in place if one is looking for some kind of replicability? 
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DR. ZAVALETA: The socio-political ingredients that existed at that time 
were part of a whole movement. The Valley was an area that was so 
completely underserved in education, housing, health, and in all other 
areas that there was a whole movement to bring the Mexican-American 
population along the border into step with the rest of the country. The 
federal government, by assisting us in providing monies for these 
projects, has, on the one hand, brought us to some extent into step, but 
they have also created quite a few monsters. 

For example, the persons who now run places like Su Clinica Familia 
are your classic bureaucrats instead of migrant farm workers, as they may 

of V di^oi« PaSt * ? f the twent y-<*-so people who sit on the board 
of directors, there may be one consumer who is actually a migrant farm 
worker, i do not know exactly how the law would define it, but we have 
consumers who are lawyers and businessmen, and so forth, in the community. 
The whole mentality has shifted away from a community, grass roots 
orientation to a bureaucracy. 

Dr.. BLAYNEY: I agree with Jack. There are some common elements, however, 
that could be identified as parts of a model that I think are essential to 
the success of a linkage. *rust-building, you know. I can tell you that 
we did not have any trust at all. That was th« major drawback when we 
started. It took a lot of meetings to build trust so that people began 

Tha^wL^*^ ^"/"i^ n °! trying t0 take Dart of their institutions. 
That was a major part. There is a lot known now from the social sciences 
about how to do that. That is an important thing. 

The other thing that was important was the attention given to the 
distinction between and among the roles that the various parties would 
play. Role definitions were crucial to understanding that we were not 
going to duplicate roles; we were going to complement each other's 
strengths, identifying leadership was important. There is a big 
difference between decision-makers and leaders. We trie«i to, find the 
people who were going to.be the leaders in those institutions to make 
sure that it was one program and that the leadership group was workinq 
together. ' 3 

Those three things seem to me to be crucial. No matter how one went 
about .establishing some sort of relationship between institutions or 
countries, those things are all important. I think there are some common 
elements in the AHEC descriptions, also. 

DR. AKINKUGBE: I have sat through the last couple of hours being a very 
patient listener. I have the dubious distinction of being the on'v 
participant froft across the Atlantic and also of being, although 1' am 
loaned out to MO for a year, an active physician in what may be called 
quasi-rural Africa. So, I hope I will be permitted to make one or two 
quick observations. 
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The first is that I had this uneasy feeling on my way here to 
Washington that this workshop might be a veritable exercise in stamp 
collection in looking at programs in health and higher education of all 
kinds within the United States and seeing how all these hang tegctiv&t • I 
must say how extremely impressed I have been by the range and diversity 
here, which in themselves are sources of strength for this country. With 
each presentation, I have picked up a number of lessons which are clearly 
instructive. 

One that I am particularly impressed by is the question of mid-level 
manpower support in the context of developing countries. I think this is 
a real pons asinorum . It is extremely difficult for developing countries 
to appreciate this — that however much they may wish to advance in 
technology, unless they have the mid-level manpower infrastructure of 
support, it is going to be a really unending problem trying to grapple 
with the problems of health. 

What I say with respect to health applies with equal force to other 
areas. This is a problem that we are constantly grappling with in 
developing countries. I would hope that we would see in the Alabama 
experience the kind of approach that developing countries might strive 
towards modifying appropriately to suit the local context. 

Now I would like to pose a problem. You know that in any attempt to 
develop mid-level support, there is the problem of the guild complex. 
Those who perceive themselves as the higher human beings in terms of the 
technological pecking order will immediately say, "Ah, that has nothing 
to do with universities." It is merely a question of training technicians 
and, therefore, they cannot see why universities should get involved. In 
any event, these technicians are trained in a completely different 
environment, because, although they eventually work with physicians, they 
are to be seen as a separate "race," a separate group of individuals. 

This attitude is the bane of the developing world. How can we 
integrate all categories of manpower under the same roof? Unless the 
message goes down very well that it is important to interact at various 
levels of training, we in the developing countries are not going to get 
too far. I hope what we see in the Alabama experience will be a valuable 
and worthwhile lesson. 

DR. BLAYNEY: I would just like to respond briefly. I think the allied 
health professions — nuclear medicine, physical therapy, respiratory 
therapy — are technical* Technical in the same sense that engineering is 
technical. So I think one can build a strong case for equity. One could 
argue whether or not many of the allied health support roles are 
professions. I knew one of our speakers called the allied health 
technicians non-professionals. You would get lynched in Alabama for 
that. I think that the positions need to be argued. 
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I think, particularly in countries using a British model, that the 
polytechnic is a way to deal with the development of those programs, but 
it needs to be within a department of health-related sciences that can 
relate to the universities, so ch«i there can be transfer of efforts. A 
strategy that works is to make cur* that the technical programs are 
operated by the same baccalaureate and graduate faculties that operate 
the more advanced programs, so that as you have sub-baccalaureate or less 
than baccalaureate kinds of training programs. They are articulated with 
the faculty which is responsible for the baccalaureate and graduate 
activities in the university. 

DR. ROBBINS: I was going to raise the question of maturity and senescence 
of programs. Programs can "senesce" very quickly. We spoke with great 
enthusiasm about the land-grant college program in agriculture. Then it 
was mentioned that the agricultural research programs, from the point of 
view of science, deteriorated. My impression has been that even the 
extension service became a sort of traditional activity, often not as 
well linked into the science base as it might have been, and at times the 
agents were out looking for things to do to justify their positions. 
That is a kind of evolution that activities are likely to go through. 

I wanted to ask whether the people who are running the various 
programs we have heard about have found that physicians have helped or 
hindered. J am well aware that, in much of the world, efforts of the 
kind that we have been listening to here have been antithetical to 
physicians and generally have been opposed. The classical physician, 
trained in the Western mode, might not be sympathetic with much of what 
we are talking about. We selected some rather unusual people for this 
workshop. They do not in any way represent what is going on in the total 
United States, I am sorry to say. 

Finally, I was interested that nobody has said a word about upward 
mobility. There was one, the Project Hope, which was sort of an upward 
mobility kind of thing. There are some countries where they tried a 
little of the upward mobility, but not very much.. We in this country 
have been very bad about that. I know at least one country where they do 
a lot of the teaching of nurses, dentists, and physicians together. When 
you apply for the program, however, if you have a very good record, you 
are admitted to the medical program, if you have a mediocre one, you go 
into the dental program. The third level is placed in the nursing 
program. God knows what would enter into the allied health professions. 

It seems to me that all of these kinds of issues ;e inhibitor ■ in a 
way. Some of them we have been able to deal with an -nany of them' we 
have not. I was delighted to hear talk about technicians with more than 
one capability, because when you have over 200 of these types of people 
to train, that is getting beyond the real limits of reasonableness, it 
seems to me, for instance, the visiting nurse used to have the ability to 
go into the home and assess the home. She did much of what we now expect 
a social worker to do. she could do a little physical therapy and a 
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variety of other things. She could have done even more if she had been 
allowed to. 

By the way, I understand that it was in Alabama that the dental, 
assistant program was developed, and the dental assistants were shown to 
be equivalent to dentists in filling teeth, but in most of this country 
they have not been accepted and have been ruled out. The dental 
hygienists have been very active, to say nothing of the dental society, 
in preventing their acceptance. So all of these little problems exist. 

DR. RYAN; Dr. Lag una, wouI-3 you care to make a comment? 

DR. LAGUNA: Yes, I would like to raise two points. One, according to 
Dr. Blayney's presentation, you might expect that some other institution 
beside the university could train these allied health personnel. At home 
it happens that we have universities and the technological institutions — 
higher education institutions. The sort of in-between technological 
institutions are just for these sorts of technicians. Then we have the 
health institutions themselves. Very often they decide to train 
technicians. They claim that it is much better for them to train them, 
that they know how to train them better than anybody else, because they 
know what the requirements and the needs are. They can even offer a job 
after they give these young people this training. So* there is a 
diversity of possibilities, a very important thing to cake into 
consideration. One of the objectives of this meeting is to try to know 
what we can do that could be useful. 

I might say that it is the contents of the specific courses that we 
should offer to everybody in a country or a university or a health 
institution who is interested. It may be in the course contents that we 
can provide some new approaches or some new ideas to some* other 
institutions or country. 

I quite agree with the importance of educating allied health 
profession personnel. If we are going to advance and have a good health 
system, we have to depend on the scientific approach. The scientific 
approach to medicine, both from the prevention or diagnosing and the 
therapeutics aspect, has worked. The use of scientific technology in 
educating the allied health professions could establish a certain way of 
working at low cost. We cannot depend on high-level professionals to 
achieve Health for All. The allied health technicians are the individuals 
who can perform the scientific tests. 

So, I would say that this preposition of Dr. Blayney's is quite a 
good deal. Without this scientific basis, it is just sheer magic. It is 
very important to transmit thi" dea, because usually in the developing 
countries they believe that flie < cine can be this sort of thing, this 
magic vrproach, plus some community commitment, plus some leadership. 
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DR. BLAYNEY: One of the things that we are trying right now relates very 

atl 2 L ^K, 1 P ° int * We a " trying t0 take e <3"«tion to the work site. 
2?r?i "» e P rc * le, ? s of the allied health professions is they start out at 
fairly good salaries, but they do not go anywhere. They burn out very 
quickly in terms of their career progression. One of my ideas as a 
h °T h tal admi nistrator was to try to get persons who could do several 
jobs because of the way the hospital work load is organized. 

Let me use, for the example, radiography, the diagnostic imaging 
technology. Take a goc radiographer who is, say, five years into his 
career and is getting di. Uusioned because there is no place to go. 

Veil ™ e J^KiJ°? al ex P erience into his job to train him in NMR, or as 
a CAT scan technician, to make him multiply-competent in the diagnostic 
imaging technologies. Promote him horizontally. Pay him one-and-a-half 
o„?n much - Increase the sizzle in terms of the idea of what is going 
on in the institution. Provide some light at the end of the tunnel for 
that man, and the whole institution could improve, it would also directly 
?M^ C ^ the a "? emic institution with what is going on in practice. I 

\t ? T° Ve dramat ically the quality of what is happening in 

both the clinical setting and also in our educational institutions. 
Those are the kinds of ideas I think we need to be thinking about. 

UNKNOWN SPEAKER: Well, don't train too many in NMR now. 

DR. BLAYNEY: Not too many, no. Do not train whole new cadres of people. 
In other words, take the person who is already out there and let him do 
that job, rather than setting up a new training program at some college 
somewhere in the United states to produce NMR technicians. Do that with 
the person who is already out there that you know, whom the employer has 
great confidence in and is willing to invest in. This would be a new, 
unique fringe benefit, "if you stay and work for us, I will see to it 
that we promote you by making you multiply -competent, thuwgh working 
with Tony's institution.- That will add new sizzle to the whole milieu 
of what is going on in terms of the hospital, it will breathe new life 
into a sort of boring subject that is in-service, and bring academics 
together with the real world. 

DR. MILLER: in places like community health centers, the problem 
buly" 611 ^ 18 With X " iay technol °9 ists - Jt is difficult to keep them 

DR. BLAYNEY: That is right— four hours of work for most radiography 
departments. r J 

DR. MILLER: So instead of training them in CAT scans, it seems to me— 
DR. BLAYNEY: Train them in equipment repair. 

DR. MILLER: Train them in drawing blood and other things around the 
health center. That would improve efficiency and help us save dollars. 
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DR. BLAYNEY: Wo -are right on target. Build the jib according to w^at 
the needs are in £our own institutions. Develop the multiple competencies 
around the job* riot around what some academic thinks. Teach theory and 
practice together you do not teach a person to fly an airplane by 
teaching the theory a£ aerodynamics. You teach him to fly the airplane 
by giving him enough theory, but also by letting him fly the plau^ once 
in a while. 

DR. LIPKIiJ: At the risk of spreading Malthusian gloom, there is an 
interesting chart in a book that Wil Lybrand and I edited called 
Population-Based Medicine that shcvs the temporal increase in people 
trained in public health in South America. In the 1920s, there were 
three persons or something like that. When we plotted it, it was a pure, 
classic Malthusian curve. Although having growth in numbers in a 
profession is desirable and even necessary for people that you are 
training, it also has to be recognized that in many of ou# professions, 
including medicine and most of the allied health professions, there are 
very clear limits to growth and to useful productivity. 

One of the problems **e need to address in some academic way is how 
the institutions of higher learning are to be restrained and how higher 
training needs can be brought into some rational plan. I do not know if 
that is part of the agenda or not, but it is a real issue. As you know, 
it is not unlike the legal profession. I presume there are no lawyers 
here, so I will not step on any toes. But when you have too many lawyers, 
the lawyers start passing laws written in legalese so that only lawyers 
can administer them, thus, creating more jobs for lawyers. In public 
health, I think we are seeing some of the same. We have a proliferation 
of activity by people who need to be active. 

DR. RYAN: On that note I would like to close and thank you all for a 
provocative session. 
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WORKSHOP PROCESS 

workshop deliberations proceeded in two major phases followins 
opening, introductory session. Pisrst, in a day-long series of plenary 
sessions, seven (7) •cases" of tefce involvement of United States 
institutions of higher education in community primary health care 
services programs were informally absented* After each presentation , 
specific comments related to the case described were offered from the 
experiences of another institution involved in a similar program, 
followed by a general discussion of the presentation open to all workshop 
participants. 

In the second phase, five small working groups (6-8 participants) 
were formed, each of which developed a statement of its view of important 
common elements of effective higher education institutional involvement 
in community primary health care services programs. The working groups 
were aided in their deliberations by draft propositions distilled from 
the deliberations of the previous day's plenary sessions. The five 
statements from the working groups were then presented and discussed at a 
final plenary session of the workshop. 

The workshop participants, while unanimously viewing the workshop as 
an important first step in what tht»y hoped will be a continuing process, 
expressed the following cautions regarding the general applicability of 
the consensus views that emerged from the workshop. 

o The sample of seven (7) "cases" presented at the workshop, alontj 
with the additional seven (7) ca&es that were the basis for 
specific comments on presentations, illustrates a variety of 
institutional experlt r^s in the United States. However, they 
probably do not reflect the full range and diversity of the 
ongoing involvement of United States institutions of higher 
education in community primary health care? service programs, in 
particular, the small sample involved could not be considered 
representative of the existing or potential contributions of anj; 
particular category of health professionals (e.g., nursing 
personnel) in community health care programs. 

o Although the forty (40) participants included a diverse sample 
of scholars from United States universities and representatives 
of United States government agencies concerned with national and 
international health programs, important types of institutions 
were not represented in the workshop deliberations. These 
include health professions and academic societies and 
associations, state and local governments, and international 
organizations. 



- 176 - 



o 183 

ERLC 



APPENDIX B 



NATIONAL ACADEMY OF SCIENCES 
INSTITUTE OF MEDICINE 
2101 Constitution Avenue , N.W. 
Washington D.C. 20418 

Invitational Workshop 
THE ROLES OF I NSTITUTIONS OF HIGHER EDUCATION IN COMMUNITY HEALTH CARE 

March 4-6, 1984 

Agenda 

Sunday , March 4, 1984 

FIRST SESSION - LECTURE ROOM 

5:00 - 5:05 - WELCOME 

Frederick c. Robbins 

President, Institute of Medicine 

5:05-5:15 - BACKGROUND AND PURPOSE OF WORKSHOP 
Walter A. Rosenblith 

Institute Professor, Massachusetts Institute of Technology 
Chairman and Foreign Secretary, Office of international 
Affairs, National Academy of Sciences 

5:15-5:30 - AGENDA HIGHLIGHTS - 1934 WORLD HEALTH AS$W£&&y 
Jose Laguna 

Vice Minister of Health, Mexico 

5:30 - 5:40 - U.S. POLICIES AND PERSPECTIVES IN BEUtfiW* "tty 

WHO'S GOAL OF HEALTH FOR ALL BY THE YEiV ■ 7*500 
Edward N. Brandt, Jr. 

Assie&Hfrfc Secretary for Health 

De?$£ : $2aent of Health and Human Services 
Chair, U.S. Delegation to 1984 World Health Assembly 

S:*j0 - 6:10 - EXPECTATIONS FOR THE TECHNICAL DISCUSSIONS 

1984 WORLD HEALTH ASSEMBLY 
David A. Hamburg 

President, Carnegie Corporation, 

Chair, 1984 World Health Assembly Technical Discussions 
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John H. Bryant 

Special Assistant to the j^fllstant Secretary for Health 

Department of Health and Human Services 
Member, Planning Group for Technical Discussions 

C« 0. Akinkugbe 

Professor, Internal Medicine, University of jj&acSan 
Secretary to the Technical Discussions 

6:10-6:30 - ROLE OP LAND-GRANT COLLEGES IN AGRICULTURE AND ENGINEERING 
A POTENTIAL MODEL FOR HEALTH CARE SYSTEMS? 

Moderator - Robert Graham 

Administrator, Health Resources and 

Services Administration 
Department of Health and Human Services 

Presenter - Steven Beering 
President 
Purdue University 

6:30 - :00 - Discussion 



DINNER - MEMBERS ROOM 
7:00 - 9:G0 
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Monday March 5, 1984 



BREAKFAST - LECTURE ROOM 
7:30 - 8:00 

SECOND SESSION - LECTURE ROOM 

8:00 - 10:00 - RURAL HEALTH PROGRAMS ALONG THE U.S. - MEXICAN BORDER 

8:00-8:20 - Moderator - Gerald Rosenthal 

Scholar-in-Residence 
institute of Medicine 
National Academy of Sciences 

Presenter - Yvonne Russell 

Assistant Vice-President, Community Affairs 
. Associate Dean, Community Affairs 

University of Texas Medical School at Galveston 

8:20 - 8*30 - Commentator - Gregory Miles 

Manpower Development Specialist 
Medex Group 

John A. Burns School of Medicine 
University of Hawaii 

8:30 - 9:00 - Discussion 



9:00-9:20 - Moderator - David Banta 
Deputy Director 

Pan-American Health Oganization 

Presenter - Andrew Nichols 

Director, Rural Health Programs 
University of Arizona 

9:20-9:30 - Commentator - Margaret Aguwa 

Associate Professor of Family Medicine 
School of Osteopathic Medicine 
Michigan State University 

9:30 - 10:00 - Discussion 



10:00 - 1C»:5 - ^REAK 
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THIRD SESSION - LECTURE ROOM 

10:15-12:15 - WORKING WITH UNIVERSITIES OUTSIDE THE U.S. 

10:15 - 10:35 - Moderator - Mack Lipkin 

Associate Professor of Medicine 
Director, Primary Care Program 
New York University Medical Center 

Presenter - William Bicknell 

Director, Office of Special Health Programs 
Institute of Health Policy 
Boston University 

10:35 - 10:45 - Commentator - John Laidlaw 

Dean, Faculty of Health Sciences 
McMaster University 

10:45 - 11:15 - Discussion 

11:15 - 11:35 Moderator - Mack Lipkin 

Associate Professor of Medicine 
Director, Primary Care Program 
New York University Medical Center 

Presenter - Samuel J. B&sch 

Charles G. Bluhdorn Professor of International Community 

Medicine 
Mount Sinai Medical Center 
City University of New York. 

11:35 - 11:45 - Commentator - William Reinke 

Professor and Acting Chair, Department of International 
Health 

School of Hygiene and Public Health 
Johns Hopkins Gniv^rity 

11:45 - 12:15 - Discussion 



LUNCH - REFECTORY 

12:15 - 1:00 - Reserved tables 
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FOURTH SESSION - LECTURE ROOM 



1:00-3:15 - RURAL AND URBAN AREA HEALTH EDUCATION 

1:00 - 1:20 - Moderator - Daniel Masica 

Director , Division of Medicine 

Health Resources and Services Administration 

Department of Health and Human Services 

Presenter - Eugene Mayer 

Associate Dean, School of Medicine 

Professor, Departments of Medicine and Family Medicine 
Director, Area Health Education Centers Program 
University of Norfch Carolina 

1:20 - 1:30 - Commentator - Karen Hansen 
Director, SEARCH Program 
University of Colorado 

1:30 - 2:00 - Discussion 

2:00-2:20 - Moderator - £lena Nightingale 

Special Advisor to the President 
Carnegie Corportation of New York 
Adjunct Professor of Pediatrics 
Georgetown University School of Medicine 

Presenter - Alfred Haynes 
President and Dean 

Charles R. Drew Postgraduate School of Medicine 

2:20-2:30 - Commentator - David G. Miller 

Medical Director, Hough Norwood Community Health Centers 
Associate Professor of Medicine, Department of Epidemiology 

and Community Medicine 
Case Western Reserve University 

2:30 - 3:00 - Discussion 



3:00 - 3:15 - BREAK 
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FIFTH SESSION - LECTURE ROOM 

3:15-4:15 - A COMMUNITY COLLEGE LINKAGE PROGRAM 

3:15-3:35 - Moderator - Richard Ryan 

Advisor to the President 
Education Development Center 

Presenter - Keith Blayney 

Dean, School of Community and Allied Health 
University of Alabama 

3:35-3:45 - Commentator - Antonio Zavaleta 

Director, Institute of Latin and Mexican American Research 
Texas South Most Community College 

3:45-4:15 - Discussion 

4:15-4:30 - REVIEW OF PLANS FOR TUESDAY MORNING 
Small group and room assignments 
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Tuesday , March 6, 1984 



BREAKFAST - LECTURE ROOM 
7:30 - 8:00 

SIXTH SESSION 

SMALL GROUP MEETINGS' 

8:00 - 10:00 - Review of Draft of Consensus Report 

Group leaders to be elected by each group 

Group A - Room 074 (below room 174 - see attached map) 
Rapporteur - Wil Lybrand 

Group B - Room 076 (below room 176 - see attached map) 
Rapporteur - Margarett Whilden 

Group C - Room 078 (below room 178 - see attached map) 
Rapporteur - Eileen Connor 

Group D - Room 080 (below room 180 - see attached map) 
Rapporteur - Karen Bell 

Group E - Lecture Hall 

Rapporteur - Jessica Townsend 

10:00 - 10:15 - BREAK 

LECTURE ROOM 

Moderator - Russell Morgan 
Executive Director 

National Council on International Health 
Summary Reports Small Group Leaders 
Final Comments, Guidance for Report Editing/Revision 
Concluding Remarks, Follow-up Plans 
Frederick C. Robbins 
ADJOURNMENT 
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SEVENTH SESSION - 
10:15 - 11:15 - 

11:15 - 11:45 - 
11:45 - 12:00 - 

12:00 
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LIST OF WORKSHOP PARTICIPANTS 



Margaret Aguwa, D.O. , M.P.H. 
Associate Professor, Department 

of Family Medicine 
College of Osteopathic Medicine 
Michigan State University 
East Lansing, Michigan 

0. 0. Akinkugbe, M.D. 
Professor, Internal Medicine 
University of Ibadan, Nigeria 
Secretary to the Technical 

Discussions 
Wojrld Health Organization 
Geneva , Switzerland 

H. David Banra, M.D. , M.P.H. 
Deputy Director 
Pan American Health 

Organization 
Washington, D.C. 

Steven C. Beering, M.D. 

President 

Purdue University 

West Lafayette, Indiana 

Rose Belmont 
Associate Director for 

Multilateral Programs 
Office of International Health 
Public Health Service 
Department of Health and 

Human Services 
Rockville, Maryland 

William J. Bicknell, M.D. , M.P.H. 
Director^ Office of Special 

Health Programs 
Health Policy Institute 
Boston University 
Boston, Massachusetts 



Keith Blayney, M.D. 

Dean, School of Community and 

Allied Health 
University of Alabama 

in Birmingham 
Birmingham, Alabama 

Samuel J. Bosch, M.D. 

Charles G. Bluhdorn Professor of 

International Community Medicine 
Mount Sinai School of Medicine 
New York, New York 

Neil Boyer 

Director, Office for Health and 

Narcotics Programs 
Office of the Deputy Assistant 

Secretary for International 

Economic and Social Affairs 
Bureau of International 

Organization Affairs 
Department of State 
Washington, D.C. 

Edward N. Brandt, Jr., M.D., Ph.D. 
Assistant Secretary for Health 
Department of Health and Human Services 
Washington, D.C. 

John H. Bryant, M.D. 

Special Assistant to the Assistant 

Secretary for Health 
Department of Health and Human Services 
National Institutes of Health 
Betheada, Maryland 

George Curlin, M.D. 
Director, Office of Health 
Bureau for Science and Technology 
Agency for International Development 
Department of State 
Washington, D.C. 
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Robert Graham, M.D. 
Administrator, Health Resources 

and Services Administration 
Department of Health & Human Services 
Rockville, Maryland 

David A. Hamburg, M.D. 
President, Carnegie Corporation 

of New York 
New York, New York 

Karen Hansen, M.A. 

Director, SEARCH/AHEC Program 

University of Colorado Health 

Sciences Center 
Denver, Colorado 

Miajry Taylor Hassouna, Ph.D. 
Consultant, International Health 
Denver, Colorado 

M. Alfred Haynes, M.D., M.P.H. 
President/Dean 

Charles R. Drew Postgraduate 

Medical School 
Los Angeles, California 

Donald A. Henderson, M.D., M.P.H. 
Dean, School of Hygiene and 

Public Health 
Johns Hopkins University 

School of Medicine 
Baltimore, Maryland 

C. Everett Koop, M.D. 
Surgeon General 
Director 

Office of International Health 
Public Health Service 
Department of Health and 

Human Services 
Washington, D.C. 

John Laidlaw, M.D., Ph.D. 
Dean, Health Sciences 
Professor of Medicine 
McMaster University Faculty of 

Health Sciences 
Hamilton, Ontario, Canada 



Jose Laguna, M.D. 
Sub-Secretar io de Salubridad 

y Asistencia 
Seer e tar i a de Salubridad 

y Asistencia 
Mexico City, Mexico 

Mack Lipkin, M.D. 
Associate Professor of Medicine 
Director, Primary Care Program 
New York University Medical Center 
New York, New York 

Daniel Masica, M.D. 

Director, Division of Medicine 

Health Resources and 

Services Administration 
Department of Health and 

Human Services 
Rockville, Maryland 

Eugene Mayer, M.D. 

Associate Dean, School of Medicine 

Director, Area Health Education 

Centers Program 
University of North Carolina 

at Chapel Hill 
Chapel Hill, North Carolina 

Gregory Miles, M.S., M.P.H. 
Manpower Development Specialist 
Medex Group 

John A. Burns School of Medicine 
University of Hawaii 
Honolulu, Hawaii 

David G. Miller, M.D. 

Medical Director 

Hough Norwood Community Health 

Centers 

Cleveland , Oh io 

Russell E. Morgan, Jr., Dr.P.H. 
Executive Director 
National Council for 

International Health 
Washington , D.C. 
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Andrew Nichols, M.D., M.P.H. 
Professor of Family and 

Community Medicine 
Director, Rural Health Programs 
University of Arizona College 

of Medicine 
Health Sciences Center 
Tucson, Arizona 

Elena Nightingale, M.D., Ph.D. 
Special Advisor to the President 
Carnegie Corporation 
Adjunct Professor of Pediatrics 
Georgetown University 

Medical School 
Child Development Center 
Washington, D.C. 

William Reinke, Ph.D. 
Professor and Acting Department 
Chair 

Department of International 

Medicine 
School of Hygiene and Public 

Health 
Johns Hopkins University 
Baltimore, Maryland 

Frederick C. Robbins, M.D. 
President 

Institute of Medicine 
National Academy of Sciences 
Washington, D.C. 

Walter Rosenblith, Ing.Rad. 
Foreign Secretary 
National Academy of Sciences 
Institute Professor 

Massachusetts Institute of Technology 
Cambridge, Massachusetts 

Gerald Rosenthal, Ph.D. 
Scholar in Residence 
Institute of Medicine 
National Academy of Sciences 
Washington, D.C. 



Yvonne Russell, M.D., Ph.D. 
Assistant Vice-President 

for Community Affairs 
Associate Dean for Community 

Affairs 
University of Texas Medical 

School at Galveston 
Galveston, Texas 

Richard M. Ryan, Jr., D. Sc. 
Advisor to the President 
Education Development Center 
Newton, Massachusetts 

James E. Sarn, Ph.D. 
Director, Directorate for 

Health and Population 
Agency for International 

Development 
Department of State 
Washington, D.C. 

Carol Scheman 
Director 

Federal Relations for Health and 

Biomedical Research 
Association of. American Universitier 
Wash ing ton , D.C. 

Linda Vogel ^ 
Associate Director for 

Bilateral Programs 
Office of International Health 
Public Health Service 
Department of Health and 

Human Services 
Rockville, Maryland 

Craig Wallace, M.D. 
Director, Fogarty International 
Center 

National Institutes of Health 
Bethesda, Maryland 

Antonio Zavaleta, Ph.D. 
Director 

Institute of Latin and 

Mexican American Research 

Texas Southmost Community 
College 

Brownsville, Texas 



193 



